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BACKGROUND |II> 


India has a sizable burden of substance use disorders.' The treatment services for managing 
substance use disorders are few and far in-between. Thus, besides specialised drug- 
treatment centres (or ‘De addiction centres’) it would be important to enhance the 
opportunities for providing treatment services through general health care settings. 


India has a large network of general hospitals; each district has at least one civil hospital or 
district hospital at the district headquarters. These general hospitals which provide 
treatment for various health conditions could become excellent avenues for providing drug- 
treatment services for a majority of patients. However this would require developing the 
capacities of doctors working with these district hospitals. To this end, National Drug 
Dependence Treatment Centre (NDDTC), All India Institute of Medical sciences (AIIMS), 
has partnered with certain other institutions of repute to provide training to doctors working 
with various district hospitals across India. These collaborating institutes include: 


e Central Institute of Psychiatry, Ranchi 

e¢ Government Medical College, Chandigarh 

e K.E.M. Hospital, Mumbai 

e National Institute of Mental Health and Neurosciences, Bangalore 
e Regional Institute of Medical Sciences, Imphal 


Under this project (supported by the National Funds for Control of Drug Abuse, Department 
of Revenue, Ministry of Finance), training programes are being conducted for the doctors 
working with various district hospitals across the country. The curriculum being followed 
for the training has been standardized and agreed-upon through a National level workshop 
conducted in 2010. 


However, it has been felt that having a training manual in place will facilitate the task of 
trainers / resource person in ensuring a degree of uniformity in the training. 


Thus, faculty from NDDTC, AIIMS have developed and compiled this training manual 
based on the long and rich experience of the centre in conducting training for non-specialist 
doctors and other categories of health staff. 


About this manual 


This manual has been developed as a guide for facilitators. It is intended to be used for 
providing training to the non-specialist doctors (from the Government hospitals). It is 
important to clarify here that this manual is not a substitute for practice guidelines. Indeed, 
the various other documents and manuals (The Manual for physicians?, Case-Book?, The 


"Ray R (2004), The Extent, Pattern and Trends of Drug Abuse in India: National Surz 
and Empowerment and United Nations Office on Drugs and Crime, New Delhi 


*Lal R (2005, reprint 2012), Substance Use Disorders: Manual for Physici i 
, rep , OUDS se Di: S: 1ysicians, Nat | Drug Depende Tre 
entre (NDI },AIIMS; New Biethi ysic ional Drug Dependence Treatment 


’Pal H (2005, reprint 2012), CASE BOOK -Substance Use Disorders: Man 
Dependence Treatment Centre (NDDTC), AIIMS, New Delhi 
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vey, Ministry of Social Justice 


ual for Physicians, National Drug 


Manual for long-term pharmacotherapy‘, The Psychosocial intervention Manual’) should 
be seen as complementing each other. 


It is well known that the curriculum for graduate medical degree (MBBS) in India does not 
include issues related to diagnosis and management of substance use disorders to the desired 
extent. Consequently, most medical graduate remain unskilled and unfamiliar with this 
area. It is important that the medical practitioners possess not just the knowledge and 
skills but also right kinds of attitudes, while dealing with patients of substance use disorders. 
The manual strives to address all three components — knowledge, attitudes and skills. 


Design of the Training Programme 


The manual has been developed to suit a training programme of 10 working days (i.e. 
typically, a two week training programme running from Monday to Friday every week). 
Though it is not essential, but largely the trainees are likely to be outstation participants 
and thus the programme has to be a residential one. As an option, the resource persons / 
training organisation can also assign ‘home-work’ to the trainees, by providing some reading 
assignment from the various companion resource materials. The training programme has 
been envisaged to employ various training techniques such as didactic lectures, group 
discussions, role-plays, live demonstrations, case-presentations and discussions, etc. 


How to use this manual 


The entire training programme has been designed to be participatory in nature. While 
most of the sessions involve PowerPoint presentations, these have been designed to be 
participatory. For this purpose, slides have been designed in a way that fosters interactions 
between presenter and audience. Enough clues and tips have been provided for the 
facilitators in the form of ‘notes’ associated with individual slides. 


The manual will be available in two versions — the print version which will have the manual 
proper and all the printed presentation slides (in the ‘handout’ format, along with notes) 
as well as the digital version which will have the manual as well as the presentations as 
ppt files, which could be used by the facilitators. 


The manual has been designed largely as a guide. Enough flexibility has been retained for 
local adaptation depending on the needs of the group, the setting, the culture etc. 


Terms of Reference for facilitators 


Desired qualities and qualifications of the facilitator(s) who would be conducting the 
training programmes for doctors: 


¢ The main facilitators for these training (using this manual) must be qualified 
psychiatrists with experience of managing substance use disorders. People with 
other backgrounds with specific expertise and experience in certain aspects (Psycho- 
social interventions, laboratory services) can be involved as co-facilitators for 
specific relevant sessions. 


*Dhawan A, Jhanjee S (2007, reprint 2012), Manual for Long Term Pharmacotherapy of substance use disorders, 
National Drug Dependence Treatment Centre (NDDTC), AIIMS, New Delhi 
*Muthy P (2007, reprint 2012), A Manual for Psychosocial Interventions for Substance Use Disorders, National 
Institute of Mental Health and Neurosciences, (NIMHANS), Bangalore 
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It would help if the facilitators are familiar with the functioning of general / district 
hospital settings (where most of the trainees are expected to be working). 

The facilitators should have an aptitude for teaching / training. They should be 
comfortable interacting with people from a variety of backgrounds. Strong 
communication skills and leadership skills are very important. 

The facilitators should be familiar with using various training techniques and tools, 
including participatory approaches. The person should be comfortable using digital 
presentation software. 

Prior to the training, the facilitators are expected to have gone through this manual 
and the resource material thoroughly. 


Preparation for the Training Program 


Identify the facilitators as per the Terms of Reference suggested above and 
secure their availability 
Identify the participants and secure their availability 
Ideal number of facilitators: 5-8 
Ideal number of participants: 15 to 30 
Venue: _} 
% Training hall with adequate seating, 
* Furniture, 
* Facilities for projection, 
% Uninterrupted electricity supply, 
* Arrangements for refreshment and food 
Material required: 
* A computer, A Projector, A screen, A pointer, 
% White-board / Flip-chart stand with markers, White board eraser, 
% , Stationery for use by the participants, 
% ‘Adequate copies of various manuals. 
as 


Adequate copies of registration forms, pre and post training tests, evaluation 
and feedback sheets and daily attendance sheets 
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Model Agenda 


Day 1 


9.00 am Registration 


9.30 am Introduction of the participants and resource persons Setting 
ground rules for the trainingIntroduction to the training 
programme, its objectives, discussion on the agenda Followed 
by Tea and interaction (ice-breaking) 


10.00 am-11.30 am Local substance use scenario and available treatment services, 
community response 


11.30 am-12 noon Treatment provision for alcohol and drug abuse in a district 
hospital setting- case scenarios 


12 noon-1 pm Pre-course assessment 


1.00 -2.00 pm LUNCH 


2.00- 3.00 pm Drug abuse and dependence: An Overview 


3.00 -4.30 pm Assessment and diagnosis 


Day 2 
Recap by one of the trainees of proceedings of previous day 


10.00 am-11.00 am Presentation of a case of Alcohol abuse and dependence 


11.00 am-12 noon Presentation of a case of Opioid dependence 


12 noon-1.00 pm Treatment principles and issues 


1.00 -2.00 pm LUNCH 
2.00- 2.30 pm Group discussion on important treatment principles and issues 


2.30-4.00 pm Screening instruments for substance use disorders 


Day 3 


Recap by one of the trainees of proceedings of previous day 


10.00 am-11.00 am Treatment of uncomplicated alcohol withdrawal 


11.00 am-12 noon 1) Presentation and group discussion: a case vignette of Alcohol 
withdrawal seizures and delirium tremens 2) Treatment of 
complicated alcohol withdrawal 


12 noon-1.00 pm Treatment of alcohol abuse: Brief intervention 
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2.00 pm-3.00 pm Treatment of alcohol abuse: Brief intervention (Demonstration) 


Identification of patients suitable for Brief Interventions and 
facilitating early treatment seeking 


Day 4 5 
Recap by one of the trainees of proceedings of previous day 


10.00 am-11.00 am Long term pharmacotherapy of alcohol dependence: 
Disulfiram (Deterrant) 


3.00 pm-4.00 pm 


11.00 -12.00 pm Long term pharmacotherapy of alcohol dependence: Anti- 
craving agents 


12.00 pm-1.00 pm Opioid dependence: Detoxification 


1.00 -2.00 pm LUNCH 


2.00- 3.00 pm Opioid Dependence: Long-term treatment (Agonist 
maintenance) 


3.00- 4.00 pm Opioid Dependence: Long-term treatment (Antagonist 
maintenance) 


Day 5 


Recap by one of the trainees of proceedings of previous day 
10.00 am-11.00 am Case demonstration: Agonist maintenance 


11.00 am-12.00 noon —_ Case demonstration: Antagonist maintenance 


12.00 noon-1.00 pm Management of multiple drug abuse and dependence 
Day 6 


Recap by one of the trainees of proceedings of previous day 


Treatment of inhalant abuse/de 


pendence 
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Day 7 


10.00 am-11.00 am 
11.00 am-12.00 noon 


12.00 noon-1.00pm 


Day 9 


10 am-1.00 pm 


Day 10 


10.00 am-1 pm 
1.00 -3.00 pm 
3.00 pm -4.00 pm 


Recap by one of the trainees of proceedings of previous day 
Treatment of cannabis abuse /dependence 
Emergencies related to substance use 


Referral to specialists 


Recap by one of the trainees of proceedings of previous day 


Prevention activities for alcohol and drug abuse-hands on 
experience in the community 


LUNCH 


Recap by one of the trainees of proceedings of previous day 
Case presentation by participants and discussion 
LUNCH AND INTERACTION 


Sharing of the experience and learning, feedback and 
suggestions, need for refresher training 
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Introductory session 


Objectives 


* Session for breaking the ice’: To facilitate the introduction of participants and to 
make them comfortable with one another and with the resource persons 


¢ To provide an orientation to the training programme and develop an agreement 
about the ground rules 


Material and method: this session would require about 45-60 minutes, to be conducted 
with the aid of flip-charts / white-board and markers. 


Steps: 
1. Welcome the participants; thank them for attending the programme. 
2. Ask them to pair up; ensure that they pair-up with a person they do not know. 


1. Tell them that over next 10 minutes they need to get acquainted with their partners 
and obtain personal information 


2. This information should be adequate enough so that they can describe their partners 
and should not be written down (note: typically, some participants would ask “what 
are the ‘heads’ in which they should obtain information about their partners?” Explain 
that there is no pre-decided format for it and they should use their own wisdom) 


3. After they have talked to each other for about 10 minutes, call each of them to the 
front and ask to introduce their partner to the group. 


4. In the similar manner, it would help if the resource persons too can introduce 
each other rather than providing their own introduction. 


5. Explain the objectives of the training programme 
6. Walk the participants through the agenda 


7. Ask them to provide ‘rules’ which should be observed by them to ensure smooth 
conducting of the training. Note down the responses on a flip chart. Typically, the 
rules should include the following: 


a. Observing punctuality 
Ensuring that everyone participates in the discussion 


Allowing everyone to speak without interruption, moderated by the resource 
persons 


d. Keeping mobile phones in the silent mode 


e. Asking for clarifications to the resource persons, in case things are not clear 


Note: This session can be combined with the formal inaugural ceremony (if any). The Pre- 


training test questionnaires can be filled by the trainees, immediately before or after this 
session. 
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Session 2 


Local drug abuse scenario and available services 
Objectives 


e The resource persons / organisers get familiar to the local drug abuse scenario 
at the trainees’ areas during this session. This information would help to 
contextualize the training programme as per the trainees’ needs. 

e Additionally, the trainees also get an opportunity to reflect upon the drug abuse 
situation in their own areas and compare it with the situation as perceived by 
their fellow trainees 


Material and methods:This session would require about 30 minutes, to be conducted 
with the aid of flip-charts / white-board and markers 


Steps: 
1. This session is held in the form a group discussion in which the resource persons 
moderate the discussion. 
2. Begin by asking 
a. What are the common substances used in your area? 


b. What is the profile of substance users? What are the problems associated 
with substance use as seen in the community? 

c. _Whatis the profile of people who seek treatment for substance use disorders? 
Emphasize that people may seek treatment for health conditions associated 
with substance use and substance use disorder may be detected incidentally. 

d. Whatare the interventions / treatment services available? In the government 
sector, NGO sector and private sector 

e. What is the response of community / local administration to substance use 
problems? 

3. End the session by putting in context this training programme (i.e. how this training 
programme would aid in enhancing the provision of services in the district hospital 
by enhancing the capacities of doctors). Link this conclusion to the next session 
(Provision of treatment services in the district hospital setting) 

4. Option: If required a brief presentation on “substance use situation in India” can 
be made using the available power point slides. 


Note to the facilitator: 


* Typically, many participants may lament the lack of specialized drug-treatment 
‘centres’ in their town / district. Emphasize that a main guiding principle of 
this training programme is that even in the absence of a specialized centre, a 
district hospital may provide treatment services to many patients, provided — 
there is at least one trained doctor. 

* Concern about low treatment seeking may be expressed by the trainees. 

Emphasize here the importance of measures to enhance treatment seeking in 

the community (which would be addressed in one of the subsequent sessions) 
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Session 3 


Treatment provision for alcohol and drug abuse in a 
district hospital setting: case scenario 


Objectives 
¢ Tosensitise the participants with need of treatment services at the district level 
in view of the huge treatment gap in the country 
¢ To familiarize the participants with the district based project of NDDTC AIIMS 


° Tohelp the participants understand the feasibility of providing treatment services 
at the level of district hospital 


Material and methods:This session would require about 30 minutes, to be conducted 
with the aid of flip-charts / white-board and markers and PowerPoint presentation. 


Steps : 


In this session the discussion moves forward along with the PowerPoint presentation 


Highlights of the presentation: 


¢ Prevalence of substance use in India 

¢ — Availability of drug treatment services in India 

¢ _ The service delivery gap in India 

Importance of district-hospital based drug treatment services 

Experience of NDDTC in initiating treatment services at district hospitals 
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Presentation: Drug Treatment Services at a District Hospital 


Drug treatment services at a 
district hospital 


Common substance use problems in 
the community 


Common substance use problems in 
the community 


National Household Sarvcy: Sample Size: 40,697 males (12-60 yrs) 


Prevalence of ‘current’ use (i.e_, during last month) 
gs Alcohol 21% 
ws Cannabis 
w Opiates 
@ (heroin 0.2%) 
gw Any illicit drug 
gw IDUs (‘ever’) 


% are poly-drug user 


In the year 2004, report of a large survey on Extent 


Pattern and Trends of Drug use in India was 
released. 


These are the figures for the prevalence of current 
drug use in the country. In percentage terms it 
would appear that these figures are rather small. 
However, India being a large country, even these 
figures translate into large absolute numbers .... 
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Common substance use problems in 


the community 


National Houschold Survey: Sample Size: 40,697 males (12-60 yrs) 


Prevalence of ‘current’ use (1.6 , during last month) 
21% 62.5m 


ge Alcohol 
ge Cannabis 3% 8.7m 
@ Opiates 0.7% 2.0m 
@ (heroin 0.2%) 
@ Any illicit drug 3.6% 
ge IDUs (‘ever’) 0.1% 
22.3% are poly-drug users 


Common substance use problems in 
the community 


-> 


# of currentusers % of dependeniusers # of dependcal uscrs 


ALCOHOL 62.5 m 16.8% 10.5m 
CANNABIS 8.7m 25.7% 2.3m 
OPIATES 2.0m 22.3% 0.5m 


Many of these are not 
able to access 


treatment 


Availability of treatment services in India 


Major ‘players’ 


Hospitals / 
Tactitioners 
* number 
unknown 


Seem ew wwe Ke 
7 
——— ee ee 


Additionally, ‘Alternate approaches’: AA, spiritual / 
religious groups etc. 


Government De-addiction centres 


* 122 innumber 


» Established by the Union MOHFW (DDAP 
division) 


» Attached with district hospitals and medical 
colleges (Department of Psychiatry) 


As can be seen here that many millions of men in 
India are current users of alcohol, cannabis and — 


opiates. 


However, someone may argue that these are not 
necessarily dependent users. The same survey 
also looked at people who are currently 
dependent on these drugs... 


These figures show the number of dependent 
users in the country, which are also quite large. 
The numbers become more important in the light 
of the fact that many of these dependent people 
are not able to access treatment services. This 
bring us to the issue of availability of drug 
treatment services in the country... 


There are at present about three main players in 
the field of drug treatment in the country. The 
NGO de-addiction centres here are only those 
which are supported by the Ministry of Social 
Justice and Empowerment. However some NGOs 
also operate drug treatment services without 
government support (or supervision). 
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Government De-addiction centres 


w Out of 122 only a few get recurring grant 
from the central government 
@Rest, dependent on the state governments 

= Drug dependence treatment is often seen as 
a low priority area by the local governments 

a Atsome places, buildings meant for De- 


addiction centers are being used for other 
purposes! 


NGO De-addiction centres 


» Supported by the MSJE 
» About 450 in number 
* Get funding from the ministry 
* Mainly residential (in-patient) treatment 


* Stand alone services ~ not a part of general health 
care 


= Recent revision of guidelines / scheme 


Private centers 


«= Number: unknown 

= Qualifications of service providers: unknown 
(ranges from MD Psychiatry to no 
professional qualification — just an experience 
of having gone through the treatment) 

« Whether they follow some standards norms: 
unknown 


« Conservative 
estimate of 
number of 
Alcohol 
dependent 
individuals 


Thus not all 122 government drug treatment 
centers are in the optimal state of functioning. 


Most NGO run treatment centres are stand alone 


services and not linked to general health care 
delivery systems. 


Even if we take the most conservative estimates 
alcohol dependent individuals alone would be 
about 1 crore in number. 
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Even with the most liberal estimates of number 
of in-patient treatment slots, we will be able to 
provide treatment just about 1.5 lakh individuals 


Gaps in service demand and service provision 


» Conservative » Liberal estimates of Number : ‘ 
estimate of of beds available for drug in an year. 
number of treatment 


Alcohol 
dependent NGO sector 400 X15 6000 
d d als Government sector 100 X10 1000 
1dU 
imc Private sector 5000 
Total 12000 
Assuming minimum duration of 144,000 
=1crore acute-phase treatment = 2 month 
(10000000) 


Thus we havea huge treatment gap in the country. 


saps in service demand and service provision 


We can not rely only on the established ‘centres’ 
for drug treatment. These services must be 
a Ciediily the existing motied of drug available in the general / civil / district hospitals 


treatment centres alone are grossly of the country. 
inadequate 

* Treatment provision must be enhanced 
through involving district / civil hospitals 


It is a myth that only specialized and exclusive 


\A/L se ae 4 eter ~ 
Why district hospitals? . : 
shee centres can provide drug treatment services. 
= Substance use disorders are better 
understood as medical disorders 
* Chronic non-communicable disease 


« Substance users frequently seek treatment 
for associated health conditions 


* Ata general hospital, multiple treatment needs 
can be taken care of 


* Contrary to the myth, most substance users 
can be helped in ‘general’ health care settings 
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Diug treatment: pyramid of A majority of cases can be managed by general 


physicians in general health settings. A few of 
those complex cases would have to be managed 
by psychiatrists or de-addiction centres. Still 
fewer would require very specialized services. 


With support from the Ministry of Health and 
Family Welfare, Government of India, NDDTC, 

AIIMS has initiated this project which aims at 
» Project ‘Enhancing community-based 


treatment for alcohol and drug use disorders’ providing drug treatment services through the 


« Funded by the Ministry of Health and Family district hospitals. 
Welfare, Government of India 

« Implemented by the National Drug Dependence 
Treatment Centre (NDDTO), All India Institute of 
Medical Sciences (AlIMS), New Delhi 


These are the districts proposed where project will 
be implemented 


Project Sites 
(districts) 


Recruitme: 


ontrac 


nt and Pl 
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At each of the training sites about 12 — 15 doctors 
Effect of training were trained working in district hospital, CHCs 
: | and some even from PHCs 


« Immediately after training: 
« There was an increase in level of Knowledge and 
Skills of doctors 
« Aperceptible change in Attitude 
« Later, many doctors reported that they have 
themselves started 
« offering treatment to patients (who were earlier 
referred to psychiatrists) 
« Asking patients specifically about substance use 
problems 


Effect of training 


« Drug treatment clinics started in 
» Meerut 
» Morigaon 


Drug treatment clinics in district It is a myth that we require very specialized 
hospital settings for treatment of drug dependence 


= Can run once a week 

= All patients seeking treatment on other days 
or found to need drug treatment on 
evaluation can be asked to attend the drug 
treatment clinic 

» Aseparate register may be maintained 

* Most medications required for treatment are 
economical, and easily available 
* Hospital pharmacy 
* Chemist shops 


Conclusion 


= Substance use disorders: 


* Are a significant problem for the country 
* Are treatable 


* Can be treated in general settings effectively 


Training on Substance Use Disorders: A Module for Facilitators 


Drug Abuse and Dependence: An Overview 


Objectives 


e To familiarise the participants to various drugs / substances of abuse, similarities 
and differences between their effects 


* To bring about attitudinal changes in participants regarding drug users; 
specifically, to enable them to see drug dependence as an illness 


Material and method: this session would require about 60-90 minutes, to be conducted 
with the aid of flip-charts/white board and markers and powerpoint presentation. 


Steps 
1. Begin by asking the participants names of various addictive drugs they know of. 
Note all the names on the flip chart, in such a way that it helps in categorisation. 


2. Ask, "what are the similarities among these drugs?" generate discussion. 


3. Stress the point that "basic similarity among these drugs is that, all of them produce 
certain effects in the brain / mind which are perceived as pleasurable or relaxing. 
Another similarity is that after taking these drugs repeatedly, the user gets 
habituated or ‘addicted’ to them." 

4. Show the part-L, types of drugs of the presentation "basics of drugs" in an interactive 
manner. 

5. Ask, "why do people take drugs?" note the responses on a flip chart in an manner 
which permits easy grouping of the reasons into 'positive' (such as to feel happy, 
to enjoy, to enhance sexual pleasure, out of curiosity etc.) and 'negative' (such as to 
relieve boredom, frustration, anxiety, sadness, mental-tension etc.). 


6. Proceed with the part -II of the presentation 


Highlights of the presentation: 


Types of drugs and their effects 
Why people take drugs? 
Why people get addicted to drugs? 


Understanding the terminology (Use, Abuse, Harmful use, Dependence, 
Addiction) 
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Presentation: Drug Use: An overview 


Drug Use: 
An Overview 


Ree choactive Subst Explain this slide taking a cue from the discussion 
ene held on ‘similarities between drugs of abuse’ 


- Any substance that when taken by a 
person modifies perception, mood, 


cognition, behaviour or motor functions. 


« This definition includes legal and illegal 
substances, that can lead to repeated intake 
and dependence 


Explain that now you are just going to go through 
a list of various types of drugs already listed by 
participants and discuss their effects. 


Classification Ask, 'what are various types of alcoholic 
beverages you know of.’ 


* Alcohol 
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Generate discussion, use mind-mapping 
Alcoholic beverages technique, discuss similarities and differences 
between different types of alcoholic beverages. It 
will be useful to inform that: ‘distilled spirits’, such 
as whisky, brandy, rum, vodka and gin contain 
35-50 per cent alcohol (usually about 42 per cent 
in India, called Indian Made Foreign Liquor - 
IMFL) whereas beers ordinarily contain 4-8 per 
cent. Wines usually contain approximately 12 per 
cent alcohol, while country liquors contain about 
12 -20 per cent. 


Effects of alcohol Begin by generating discussion on 'what are the 
effects of alcohol?’ Or 'What happens under the 


intoxication of alcohol?’ 


+ Alcohol is a brain depressant 


SsMali aMounts Gueves anx 


Also generate discussion on, ‘why should a brain 
depressant result in sense of strength, boisterous 
behaviour, etc.?' Explain dis-inhibiting properties 
of alcohol as a brain depressant. 


Classification 


¢ Alcohol ; 
* Opioids 


Familiarise participants with opium cultivation 
and extraction. Briefly discuss the role of opium 
in Indian history and current opium cultivation 
scenario in the world. 
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Discuss heroin / brown sugar / white sugar and 
Heroin (Smack) its mode of intake. 


The facilitator should emphasise that like heroin, 
Opioids: Psychological effects many substances do not produce a pleasurable 


me substances, 
* The effects differ widely between new feeling on first use. In fact, for so e 
and dependent users an individual has to learn to experience the hig 
New users Dependent users 
i “ eaOnEe: produced by them. 
eWho is not in pain Short lived in-tense 
> an unpleasant experience — “rush”. 
reaction / vomiting. *A state of profound 
: euphoria. 
eWho has pain or 
anxiety > some eA dreamlike state 
relief : lasting Jonger » D “ 
Classification 
« Alcohol 
* Opioids 
* Cannabis 
Cannabis Almost everyone in India has seen a Cannabis 


(Bhang, Charas, Ganja, Hashish) 


tree, even if they have not noticed it. It grows in 
the wilderness in most parts of North India. Are 
Bhang, Charas, Ganja, one and the same thing? If 
not, what are the differences? 
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Cannabis products 


(leaves) Ora 
anja (dried flowering stem Smoked 
f the plant) 
Charas / Hashish (extracted Smoked 
from the resin covering the 
plant 
Hashish Oil (extracting THC Smoked 
using chemical methods) 


Cannabis: Psychological effects 


* Adreamy state with an increased tendency to 
fantasize 
ria. well being and enjoyment 
owed by a period of drowsiness 
and sensory distortions 
f ction time and impair coordination 
nd colours may-become more intense 
+ Restlessness, fear and even panic may spoil 
the experience (“bad trip’) 
+ There may be driven activity (subject knows 
that one's activities are meaningless, yet is 
unable to control them) 


Valium, Avil, Cough Syrups 


« 


Sedative — hypnotics & other 
pharmaceuticals 


Medications for: 
Sleep (Diazepam) 
* Allergy (Promethazine, pheniramine) 
Pain (Pentazocine, Propoxyphene) 
j 


General brain 
depressants 


hed Opioid like 
Cough (Codiene) stisne 
Diarrhea (Diphenoxalate) 


Anesthesia (Ketamine) Hallucinogen 


Here, the presenter should emphasise that a 
number of different intoxicating products are 
derived from the cannabis plant. Of these, only 
bhang is a legal substance due to its traditional 
use on religious occasions in some parts of the 
country. All other products are illicit and much 
more potent than bhang. 


Classification 


* Alcohol 
* Opioids 
* Cannabis 


* Sedative — hypnotics 


These substances are pharmaceutical products 
which are generally available only on prescription 
from a registered medical practitioner. However, 
certain degree of over-the-counter sale of these 
drugs does take place and hence users of these 
substances are able to procure them. The effects 
of these drugs are not similar and mimic the 
effects of substances discussed earlier, depending 
upon the class of the drug. 
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Classification 


Alcohol 

Opioids 

Cannabis 

Sedative — hypnotics 
Cocaine and other stimulants 


Cocaine is another substance which is available 
Coca leaf and cocaine powder in a variety of formulations and can be consumed 
orally, snorted or injected through the intra- 
venous route. Since it is very costly, its use is less 
prevalent in India so far. 


These substances are also stimulants like cocaine 
and available as tablets, capsules, powder, etc., 
as well as in the injecting form. 


Amphetamine Type Stimulants (ATS) 


Unlike the substances discussed earlier 
Stimulants: Psychological effects a er x 
stimulants- as the name suggests - stimulate and 


eles. activate brain functions. Facilitators may provide 

* Immediately after smoking the drug or injecting . _ “ = “ : : fe 
ie etieHehy Blawatirabie ‘aah’ or fear’ historical examples of soldiers taking stimulants 
ced mood and body movement (or even cite the contem porary example of 


terrorists reportedly taking stimulants). 


sed respiration 

\creased heart rate. bloc 
Insomnia 
Reduced appetite 
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Classification 


* Alcohol 
* Opioids 
* Cannabis 


Sedative — hypnotics 


Cocaine and other stimulants 
Hallucinogens 


Classification 


* Alcohol 
Opioids 
Cannabis 
Sedative — hypnotics 
Cocaine and other stimulants 
Hallucinogens 
Tobacco 


Tobacco 


These are substances that produce distortions of 
perception in the user. The user may start seeing 
or hearing things, which others cannot see or hear. 
Many of these substances are used by young 
college-going students and under the influence 
of these substances they are highly vulnerable to 
risky sexual behaviour. These substances are 
largely used as recreational agents - only on 
certain occasions - and are not usually substances 
of daily regular use. 


Tobacco products are the most common 
substances used by mankind. Tobacco can also 
be consumed in various ways, which includes 
smoking, snorting, chewing, etc. In our country, 
the use of beedi and chewable tobacco is more 
common than other forms of tobacco use. 
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Classification 


+ Alcohol 

* Opioids 

* Cannabis 

+ Sedative — hypnotics 

* Cocaine and other stimulants 
* Hallucinogens 

* Tobacco 

* Volatile solvents 


These are generally petroleum products which are 
used for a variety of purposes. Most common 
volatile substances used in India are ink-removing 
fluids and glues. This form of substance use is most 
commonly seen amongst adolescents who have not 
yet experienced other higher forms of substances. 


Ask, 'what is one basic difference between 
inhalants and other substances of use?’ Ans: All 
other substances discussed previously have been 
designed specifically for human consumption 
(however, harmful though they may be). 
Inhalants, on the contrary, have been designed 
for some other purposes but not for human 
consumption. Hence, use of inhalants can be (and 
indeed is) very harmful. 


Volatile solvents (Inhalants) 


Conduct mind mapping: Why do people take 

drugs? While noting the responses be careful to 

group responses into feeling good (i.e., positive) 

To feel axa types and feeling better (i.e., negative types), as 
good | sks. depicted on the slide. 


To have nove i 
feelings & Ke F anxiety 
sensations Gam Ae worries However, does everyone who takes drugs turns 
experiences bag fears ; = 


AND ~ F into an addict? 


to share them 


Why Do People Take Drugs? 


7 What makes some people more vulnerable to 
Vulnerability drug addiction? Many people try drugs without 
getting addicted, while others do become 
addicted some quickly and easily. 


Why do some people become 
addicted while others do not? 
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Drug addiction: a complex illness 


Drug addiction is a complex illness, which 
primarily affects the brain (or the mind). The path 
to drug addiction begins with the act of taking 
DRUG ADDICTION IS A COMPLEX ILLNESS drugs. Over time, a person's ability to choose not 
to take drugs is compromised. 


Brain regions and their functions 


Just like our house has different rooms devoted 
to different functions, certain parts of the brain 
govern specific functions. For instance, vision, 
motion, balance, etc. One such function is 
reward’. Explain reward by giving a simple 
example. 


The 'reward pathway': Just an illustrative slide 
prefrontal gin re. ie for transition. Facilitator should avoid spending 

ES? fa much time on this slide. The question is, why do 
some people have a 'defective' reward system, 
which makes them vulnerable to drug 
dependence? 


accumbens 


“se 


There’s a 
Big Biological / Genetic 
Contribution to | 
Drug Abuse and Addiction... 


....Overlapping with Environmental 
Influences that Help Make 
Addiction a Complex Disease. 
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ar today that addiction is the result of 


ractions not only among many genes 
s and a host of 


It is cle 
complex inter 
but also between gene 
environmental factors. 


Use this slide to explain the vicious cycle of drug 


Drugs as reinforcers use — euphoria + repeated drug use 
Withdrawal — repeated drug use 


C BE eyisis sitive reinforcement 
cael 


Per 
feel miserable... (withdrawal) 
to avoid which you ~ 
will continue. He) Negative reinforcement 


Tebnitioloay Start with asking the group, what do they mean 
be these terms? Are they one and same. If yes 
> Use how? If no, What is the difference? 
* Abuse / harmful use 


* Dependence 
* Addiction 


; ‘oa . 
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Terminology 


ent had drank a beer at.a party and 


had not found out we could say he 


aiconol 


Terminology 


* Abuse / harmful use 


Terminology 


e epee 


. ‘obtainian the drug 
« using the drug 
* recovering from its effects 


Importar 


e Addiction - older term, still used 


Terminology 


« Use 
- Abuse / harmful use 
-- Dependence 


¢ Addiction 


There are some technical differences between 
abuse and harmful use, but for this group, for the 
sake of simplicity, they tnay be regarded as almost 
same. 


Ask: Would you say the person in the example is 
‘dependent or ‘addict’? Ans: Clearly no, since he 
drinks only on weekends and he may not fulfil 
all the criteria for dependence. Link this to the 
next slide on criteria for'dependence’. 


Discuss all the criteria. Ensure that the group 
understands and as far as possible remembers 
most of the criteria. 


Specify here that the highlighted terms are 
‘diagnostic’ terms, i.e., these are the names of 
health conditions which exist as diagnostic 
categories. 
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In the next few slides, briefly discuss the 


Withdrawal symptoms withdrawal symptoms of major drug categories. 
(Note: There will be opportunity to discuss opioid 
* Usually apposite of acute sists withdrawal symptoms later. It must be discussed 


— Depressants: withdrawal-excitation ae ; 
~ Stimulants: withdrawal-lethargy/'crash that alcohol (and benzodiazepine) withdrawal 


may be dangerous and even fatal. 


; Emphasise the importance of 'tremors' in the 
Alcohol withdrawal: mild absence of alcohol as a tell-tale sign of physical 
* Anxiety dependence on alcohol. 


+ Restlessness 
* Insomnia 

+ Tremors 

* Craving 

+ Palpitation 

+ Sweating 

+ Breathlessness 


Drive home the point that untreated severe 
Alcohol withdrawal: severe withdrawals of alcohol may be fatal. Hence, a 
Severe Alcohol Withdrawal: “Delirium person dependent on alcohol should never be 


Tremens” forced to undergo alcohol withdrawal without 


* All featur f : Are 
etree en inilgew thera medical supervision. 
* Disorientation (unawareness of self and 


surroundings — time, place and person) 
* Hallucinations : 

* Seizures (fits — ‘rum fits’) 

* Can be fatal 


KR There will be an opportunity to discuss opioid 
Opioid withdrawal withdrawal symptoms later. 


Very distressing, but never fatal ! 
* Opening of all holes ! 
« Watering from ey 


« Vomiting 


* Bodyache / pain 
* Anxiety, restlessness, insomnia 
* Premature ejaculation 
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: Explain that there are no specific withdrawal 
Cannabis withdrawal symptoms for cannabis and hence it is debatable 


Nerareeiie whether there is ‘physical dependence’ on 
* General discomfort cannabis. 


* Intense craving 


* Anxiety, restlessness 


Stimulant withdrawal 


* Lethargy 

+ Hypersomnia/ sleepiness 
* Fatigue / sad mood 

* Craving 

« Anhedonia 


The presenter should highlight the fact that a 

number of factors affect an individual's decision 

to start using a particular drug. Such factors can 

be external, e.g., pressure from friends who use 

Heres uae the particular substances, or internal, e.g., feelings 
ailabilit of frustration or guilt after a life event. 


1 ch FC) 3 


Many of the factors responsible for 
experimentation are common to factors 
responsible for occasional / irregular use. 


*- Depends upon 


Training on Substance Use Disorders: A Module for Facilitators 


WwW 
Ww 


+ May be ‘Abuse’ or 
‘harmful use’ 


* Symptoms of harm 
start appearing 


Similar to drug initiation, a number of factors, 
both internal and external, govern the progression 
of substance use from occasional use to regular 
and then dependent use. Any individual who 
experiments with a particular substance does not 
always become a regular or dependent user. 
Many individuals may not use the substance 
again while some may only use it occasionally or 
in moderation. 


This graphic illustrates a progression of substance 
use in terms of graduation from a less dependence 
producing and more socially acceptable substance 
to more dependence producing, illicit and 
harmful forms of substances. It is understood that 
any individual rarely starts his drug use career 
with substances, like heroin/ IDU. Most 
individuals usually begin with use of substances 
(Alcohol Totaccs | like tobacco, alcohol or cannabis and then 
gradually learn the use of other substances. From 
this perspective, substances like tobacco, alcohol 
or cannabis open the window of entry into the 
world of substance use. This is known as the 
‘Gateway Hypothesis’. 


° 
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In this slide, the facilitator should highlight that 
for any substance, most individuals who 
experiment with it remain at the use or abuse level 
and do not progress further. A comparatively 
smaller proportion of individuals eventually 
become dependent upon the substance and are 
in immediate need of treatment services. Of all 
these, the proportion of individuals who become 
dependent on the substance also depends upon 
the substance itself and can be very high for some 
substances like heroin. 


Highlight that not just total cessation of drug use 

but a reduction of drug use and associated 

adverse consequences can also be a worthwhile 

al Lod . purpose of intervention in substance use 
ay disorders. 


Purpose of intervention 


e 
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Thank You 
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Session 5 


Assessment and Diagnosis 


Objectives 
e To develop participants’ understanding on the importance of assessment and 
diagnosis with regards to substance use disorder 
¢ To make the participants learn the various steps of assessment; how to make a 
diagnosis of substance use disorder 
* To increase the participants skills on conducting assessment and diagnosis of 
substance use disorder 


Materials and method: The session would require about 90 minutes, to be conducted 
using powerpoint presentations and discussion with the participants, followed by role 
play. The following materials would be required 


° Projector and laptop for powerpoint presentation 


Steps 
Step One: Presentation 
e Use the PPT for presenting and discussions 


Step Two: Role-play 


At the end of the presentation, the trainer shall ask one of the participants to play the role 
of the doctor, while the trainer himself/herself would assume the role of a patient who 
would be assessed by the participant. The mock interview may be conducted for 15 minutes 
duration using one of the case vignettes given below. 


¢ Once the interview is over, thank the volunteer and generatean open discussionon: 
¢ General observations about the interview 

¢ The'good' orre markable things about the interview techniques 

e Limitations/short comings, if any 

¢ The keyclinical finding semerging from the interview 

e The likely diagnosis 


Sum-up the observations and provide recommendations for the following 
interviews 


Repeat the above steps with remaining two case vignettes 
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Case vignette 1 


Mr. RR, 40 year old, married male, educated upto B.Com, working as a sales 


representative in a private company, presents with H/O alcohol use since the last 20 
years and use of tobacco since the last 25 years. 


RR started with tobacco use in the form of cigarettes in the company of friends, and 
liked the initial effect of cigarette, mainly because of his acceptance among his friends. 
Gradually, became a daily user within one year, and currently is smoking about 10 — 
12 cigarettes a day. On days, that he would not smoke cigarettes, he would have craving, 
irritability, low mood, which would be relieved by smoking cigarettes. 


RR started alcohol in the company of his friends during his graduation, and liked the 
intoxicating effect of beer that he consumed on the first instance. After he started 
working, RR started consuming alcohol regularly on weekends, and then sometimes 
after office hours with his colleagues. About 10 — 12 years back, he started drinking 
daily in the evening with his friends/colleagues. He had by now shifted from beer to 
whiskey, and would consume about 3 — 4 pegs every day in the evening. He would 
drive back home in his motorcycle after consuming alcohol, and had been caught by 
police on a couple of occasions. Though he was reprimanded by his wife, he continued 
to consume alcohol. About 5 years back, he started drinking alcohol even at day time 
during lunch time in his office. He started developing tremors of hands, anxiety, 
restlessness in the absence of alcohol. His daily drinking increased to now half a bottle 
of whisky in a day, and he could not work to his abilities. His employer now asked 
him to quit alcohol, but he was unable to do so. About two years back, he was removed 
from his job due to alcohol, after which he started drinking from the morning till late 
night. He managed to get a job at another firm, which paid him much less salary as 
compared to his previous job and his wife threatened to leave him if he would not stop 
alcohol. He tried to stop alcohol on his own but he had to restart after a day of abstinence. 


Case vignette 2 


AA is a 37-year-old, 12 th Standard pass, auto-rickshaw driver, who is married and 
staying with his wife and a 12-year-old daughter. He has presented himself to the 
clinic alone, after being referred by the outreach worker. He gives an history of initiating 
substance use in the form of smoking cigarettes, which has continue d daily, multiple 
times, for the last 22 years; drinking whisky only occasionally for the last 17 years. He 
started chasing brown sugar about 15 years back and continued daily for about 8 years. 
For the last 7 years, he has been taking injection tidigesic, which he usually takes as a 
mixture with either one or more drugs like diazepam, avil and phenargan. On missing 
injections, he experiences typical opioid withdrawal symptoms. He knows that sharing 
needles can be dangerous; still at times he is forced to share needle s with his friends. 
He has tried getting rid of this habit on his own and also through treatment at a NGO 
rehabilitation centre on three-four occasions, but suffered relapses soon after on every 
occasion. Now, since his wife has threatened to leave him, he wants to stop taking 
drugs completely. 
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Case vignette 3 


Mr. A. 37 year old married male, graduate, running his own computer centre was 
brought to the DAC OPD by his wife and his father 


° Excess alcohol drinking 


° Declining work performance 


Mr. A. started using beer for the first time along with friends when he was 22 years 
old. Since he enjoyed it, he started drinking beer whenever his close friends insisted. 
Gradually, he added whisky and rum to his preferred beverages. Two years later, he 
was drinking almost 3-4 times a week. Until this time there was no significant problem 
in Mr. A's social and academic life. Eventually, he completed his diploma in computer 
science and opened his own computer centre and got married at the age of 25 years. 
After marriage, his frequency of drinking decreased slightly for initial few months. 
But soon he started facing problems in his computer centre, causing a lot of stress. He 
experienced that alcohol helped him deal with this stress and thus, started spending 
most of his time with one of his close friend who was his regular drinking partner, 
drinking almost daily. His involvement in running his computer centre went down; 
he would not go to office for days together; instead he would either be at home or 
drinking with his friend. 


On her father in law's advice, his wife took over the charge of the computer centre and 
the business started improving thereafter. For his alcohol problems A was taken to a 
doctor, who gave him some medications for a week. Relieved of the stress of his 
business, and with the added help of medicines and advice by the doctor, A stopped 
using alcohol and started giving time to the centre. He and his wife worked together 
to improve the business. 


However this situation did not last long. Since, he was not required to spend all the 
time in his centre, due to his wife helping him out, within 7 months of abstinence he 
again started drinking after meeting his old friends. Initially it appeared to be just one- 
off instances, but the frequency and amount kept on increasing. This led to frequent 
fights with his wife and once again affected his business. Gradually, he started drinking 
alone at home and in fact would start drinking from the early morning itself. 


Worried about Mr. A's health, his father and wife again took him to the doctor. Doctor 
once again provided treatment for withdrawal symptoms and A remained abstinent 
for three months. However, he started getting concerned about the increasing debts as 
well as closure of his business. Additionally, he would feel intense urge to take alcohol 
at least one peg a day. He started taking alcohol in the evening to relieve himself of 
stress and tension, which soon escalated to day time drinking. 


Once again, he was brought for treatment but this time to the De-addiction Centre by 
his wife on the advice of their family physician. 
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ME ASSESSMENT AND DIAGNosIS eee 


Assessment 
and 
Diagnosis 


Assessment 


Assessment forms the first point 
of contact for the clinical staff 
with the client 


Why Assessment? 


Assessment: Benefits 


Stages of assessment 


Assessment is not a one-time phenomenon 


After presenting this slide, the presenter should 
ask the participants on why do they think 
assessment is required. After the participants 
provide enough responses, the presenter can 
proceed to the next slide 


Herein, the presenter must emphasise that while 
most of the clinicians think that assessment is 
meant only for treatment, an important aspect of 
assessment, especially in mental health conditions 
including substance use disorder, is to establish 
a working therapeautic relationship with the 
patient/client. Finally, assessment can be of 
longer duration where all aspects of the client are 
assessed, or can be of shorter duration with the 
primary purpose of screening the client. 


The presenter will emphasise here that assessment 
is not restricted to first time when the client comes 
in contact with the clinician. At different levels, 
assessment would have to be carried out with 
different objectives. 
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Clinical assessment 


Means of clinical assessment 
— Interaction with patient / client 


Assessment — tools 


Clinical 


~ Interaction with family member / companion 


Investigations ~ Examination 


~ Previous treatment records 
Instruments 


Clinical Assessment — The presenter here will ask the participants the 
History importance of each item in socio-demographic 
profile. 


Socio-demographic profile 
— Name 

- Age 

— Sex 

— Marital status 

— Qualification 

— Occupation 

— Type of family 

— Place of residence 

— Identification mark 


; The presenter should emphasise that these details 
Clinical Assessment — History must be asked for every drug that the person has 


consumed. 
Details of drug use — chronological order 
of drug use 

Age of initiation 

Frequency of drugs used 

The quantity of drug taken-usually (usual 

dose) 


The time lag since the dose last used 
Tolerance 

Effect of the use of a particular drug and signs 
and symptoms of intoxication 

Withdrawals 

Craving 


Clinical Assessment — History Clinical Assessment — History 


Complications associated with Rise 
drug use — Needle use practices: 
Physical Pints 5 Syres 
: aring of Syringes, cotton, vials, or other 
Psychological paraphernalia 
Financial. Cleaning practices 
Occupational Sites of injection use iv/im; any dangerous sites of use 
Familial - Reuse of needles and syringes 
amilla Places where injections are taken 
Needle site complications 
- Unsafe sexual practices: multiple partners, sex with FSW; 
Anal sex; barrier methods 


Knowledge of HIV/AIDS 


Legal 
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Clinical Assessment — History 


Past treatment attempts: 
— Number of attempts made 
— Duration of each attempt 
— Reason for abstinence 


— Whether treatment/harm reduction services 
sought 


— Nature of services sought: pharmacological, 
psychological or combined 


— Reason for relapse 


Clinical Assessment — Examination 


Evidence of drug use with respect to 

— Intoxication 

— Withdrawals 

— Route of drug use 

Evidence of physical damage due to 
drug use 

— Systemic examination 


Clinical Assessment — Diagnosis 


Diagnosis should include the following: 
— Primary drug status 

— Secondary drug status 

— Physical co-morbidity 

— Psychological morbidity 

— Psychosocial issues 


Assessment - Investigations 


Two types 
~To assess the degree of physical damage 


Hemogram, Liver function test, Renal function 
test, HIV, Hep B & C 


~To confirm the presence / absence of 
drugs in the body 
Screening of body fluids, most commonly 
urine 


Clinical Assessment — History 


Psychiatric illness history 


Family history of drug use, psychiatric 
illness 


Current living arrangements 
Social support 


Reason for seeking treatment 
currently 


The presenter should mention here that the 
confirmation of a drug in the body only would 
show that the person has consumed the drug 
recently, and does not establish whether the client 
is 'dependent/addicted’ to the particular drug. 
Dependence on a substance can be established 
only through history. 
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Assessment — Instruments 


Structured set of questions to assess 
an individual 

Act to validate assessment across 
time, place and person 

Examples 

— Addiction Severity Index 

— Clinical Opiate withdrawal scale 

— CAGE ' 


Diagnosis of opioid dependence 
Syndromes with Opioid 


Dependence Tolerance 


inj Loss of control 

Opt nepen Bence Preoccupation with substance use 

Opioid intoxication Continued use in spite of clear 
evidence of harmful consequences 
Strong desire to use substance 
(craving) 


Opioid Withdrawal 


3 stages 


Anticipatory 
— Fear of withdrawl 
— Anxiety, restlessness 


— Drug seeking 
behaviour 


The presenter should remind the clients that 
opioid withdrawal is not usually fatal. 


Opioid Withdrawal 


Early symptoms Delayed symptoms 

= Anxiety — Severe Anxiety 

— Restlessness — Restlessness 

= Yawning — Diarrhea 

= Nausea - Vomiting 

~" Sweating — Piloerection 

~ Rhinernes ~ cm spasm, pain 
~ Lacrimation - increated heart rate 
— Dilated pupils 


blood pressure 
— Abdominal cramps — Increased 


temperature 
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Opioid intoxication 


Mental/Behavioural Physical 
effects 


Drowsiness 

Initial euphoria 
Apathy or dysphoria 
Impaired judgement 
Impaired performance 


Psychomotor agitation or 
retardation 


Impaired attention 

and memory 

Tilusions or Hallucinations 
— with insight 


Pupillary constriction 
Slurred speech 

Slow respiration 

Slow pulse 

Stupor/coma 

Pupillary dilation (anoxic) 


Syndromes with Alcohol & 
benzodiazepine dependence 


Dependence 
Intoxication 


Diagnosis of alcohol / 
benzodiazepine dependence 


Tolerance 


Loss of control 

Preoccupation with substance use 
Continued use in spite of clear 
evidence of harmful consequences 
Strong desire to use substance 
(craving) 


Alcohol / benzodiazepine The presenter should remind the participants that 

withdrawal alcohol and benzodiazepine withdrawal can be 

. fatal, when associated with fits and delirium 
feaeares tremens. 


Increased heart rate 
Increased respiratory rate 
Tremors 
— Fine tremors in early stage 
— Gross tremors in late stage 
Sweating 
Sleeplessness 
Inability to concentrate 
Delirium tremens 


— Confusion; disorientation to time, place and person; visual 
hallucinations; illusions; delusions 


Seizures / fits 


Alcohol intoxication 


Mental/Behavioural Physical 
effects Flushed face 


Drowsiness Headache 
Impaired attention Rapid pulse 


Impaired memory Sweating 

Impaired judgement Slurred speech 
Impulsive behaviour Motor incoordination 
Inappropriate sexual Unsteady gait 


behaviour 

Aggression 

Impaired performance 
Mood lability 

Stupor / coma 


Respiratory depression 
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The presenter should emphasise the point that in 
substance use disorder, an important part of 
assessment is to learn the skills to elicit 
information from patients in a non-threatening 
manner and by establishing a working 
HOM. este relationship with the client. 


is as important as 
WHAT to assess 


Skills in assessment 


Working with drug users Working with drug users 


+ Often, the family, society or the treating doctor may Build trust and rapport 


think that they know what outcomes should be aimed for Maintain confidentiality 
treatment process : F P ; 
Take time to build a relationship, where the 
substance user feels comfortable to discuss 


issues freely 


« The client, or drug user, is seldom consulted 

+ Itis important that the clients (drug users) are ‘consulted’ 
and ‘engaged’ at every step 

« Focus on patient’s perceptions about drug use and his Create a relaxed atmosphere 
goals for self; enhance motivation gradually Be respectful and professional 


» Treatment is a long term process 


Working with drug users Working with drug users 


« Begin with explaining purpose of interview: 


“L wish to understand your experiences with drugs so far” E E 
; ; é xpress Empath 
» Be ‘neutral’, non-judgemental’ and do not pass _ rere of 


any moralistic or critical comments 
« Express warmth and concern : Remember: 


“ Lcan understand how difficult things have been for you” Empathy does not mean “sympathy” 
« Be patient; make the substance user feel understood. : 


Working with drug users Working with drug users 


. a Listening; do not engage in pre-mature 
advice 


« Be attentive 
Evaluating our own attitudes 


«’ Give adequate time 
quate towards 


« Assist the drug users in identifying and 2 ssing thei 
wii problems d ying and addressing their Substance users 


* Appreciate any (small) positive change in the drug user 
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Role play ..... 


Training on Substance Use Disorders: 


A Module for Facilitators 


Day 2: Session 1 


Case Presentation: Alcohol Dependence 


Objectives 


To familiarise the participants to the case work-up of a patient currently undergoing 
treatment for alcohol dependence 
To demonstrate the format for case work-up (history and examination, in various 


sub-heads) 
To contextualize the issues discussed in the session - Assessment and Diagnosis 


Material and method: this session would require about 60-90 minutes, to be conducted 
with the aid of a patient file with complete work-up recorded in it, flip-charts / white- 


board and markers. 


Steps 
i. 


Ask a co-facilitator (typically a senior resident doctor or a senior Post Graduate 
trainee) to read out the complete work up of a case of alcohol dependence. (Note: 
It would help if the patient is currently actively undergoing treatment. However, 
it does not necessarily have to be the file of a current in-patient). 


While the work-up is being presented keep interrupting at relevant places to 
highlight the important points in the history. These may include important 
milestones when various clinical features surfaced for the first time (onset of 
drinking, onset of getting drunk, onset of withdrawal symptoms, early morning 
drinking, seizures, first treatment seeking etc.) 

Allow participants to ask for clarifications 

Moderate a discussion around how a constellation of various clinical features, are 
used to formulate a diagnosis of substance use disorders. Additionally, generate 
a discussion on "what if" scenarios (e.g. "what would have been the diagnosis if 
patient had started taking non-prescribed benzodiazepines and had increased the 
daily dose to about 10-12 tabelts per day"). 


Ensure that most relevant clinical features in the case to formulate a diagnosis are 
discussed. 


Note to the facilitator: 


* — Ensure that the case selected is ‘typical’ and does not present too may clinical 
complexities - at this stage confusing the participants is not a good idea 


If required conduct a role play where a facilitator assumes the role of this 
patient, and one of the trainees becomes the treating doctor to elicit some clinical 


information. Such role plays provide good opportunity to practice the interview 
techniques 
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Session 2 


Case Presentation: Opioid Dependence 


Objectives 


To familiarise the participants to the case work-up ofa patient currently undergoing 
treatment for Opioid dependence 


To demonstrate the format for case work-up (history and examination, in various 
sub-heads) 


To contextualize the issues discussed in the session - Assessment and Diagnosis 


Material and method:- this session would require about 60-90 minutes, to be conducted 
with the aid of a patient file with complete work-up recorded in it, flip-charts / white- 
board and markers. 


Steps 
6. 


10. 


Ask a co-facilitator (typically a senior resident doctor or a senior Post Graduate 
trainee) to read out the complete work up of a case of Opioid dependence. (Note: 
It would help if the patient is currently actively undergoing treatment. However, 
it does not necessarily have to be the file of a current in-patient). 


While the work-up is being presented keep interrupting at relevant places to 
highlight the important points in the history. These may include important 
milestones when various clinical features surfaced for the first time (onset of 
drinking, onset of getting drunk, onset of withdrawal symptoms, early morning 
drinking, seizures, first treatment seeking etc.) 

Allow participants to ask for clarifications 

Moderate a discussion around how a constellation of various clinical features, are 
used to formulate a diagnosis of substance use disorders. Additionally, generate 
a discussion on "what if" scenarios (e.g. "what would have been the diagnosis if 
patient had started taking opioids through injecting non-prescribed 
benzodiazepines and had increased the daily dose to about 10-12 tablets per day"). 
Ensure that most relevant clinical features in the case to formulate a diagnosis are 
discussed. 


Note to the facilitator: 


¢ Ensure that the case selected is ‘typical’ and does not present too may clinical 
complexities - at this stage confusing the participants is not a good idea 


If required conduct a role play where a facilitator assumes the role of this 
patient, and one of the trainees becomes the treating doctor to elicit some clinical 
information. Such role plays provide good opportunity to practice the interview 
techniques 


Training on Substance Use Disorders: A Module for Facilitators 


iia Ee a ae 


Treatment principles and issues 


Objectives of the session 
e To develop participants’ understanding on the principles involved in treatment 
of substance use disorder 
* To discuss various issues related to treatment with the participants 
Materials and method: 


The session would be conducted in 60 minutes using powerpoint presentations and 
discussion with the participants. The following materials would be required 


e Projector and laptop for powerpoint presentation 


Steps 


° Use the PPT provided for presentation and discussion 
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SUBSTANCE USE DISORDER: TREATMENT 
PRINCIPLES AND APPROACHES 


Background 


Substance use disorder is conceptualised in different ways 
(Models of drug addiction) 
Moral model 
Substance US6 IS Seen as an evil / immoral act 
User is seen as an immoral person 
Religious means seen as solution 


SUBSTANCE USE DISORDE 
TREATMENT PRINCIPLES 
AND 


APPROACHES 


Social model 
Substance use seen as a social problem 
User seen as anti-social element 
Social pressure seen as solution 


Medical/disease model 
Substance use seen as a disease 
Users seen as diseased / suffering individual 
Medical treatment seen as solution 


Medical model of substance use 
disorder 


Medical model of substance use 
disorder 


» Drug dependence recognised as 
brain disorder and characterised 
by loss of control 


Substance use increasingly seen as medical disease, requiring 
have lasting effects on treatment, care and support 
ing PP’ 


the pathways in the brain 


» Chronic drug use causes 
physiological derangements 
lasting years after the last drug 
taking episode 


Principle one 


The effect of drug use occurs 
over multiple domains 


The presenter should explain that the 
panne One Se: phenomenon of substance use has biological, 
psychological as well as social underpinnings. 
These factors play role in initiation, continuation 
Biological— examples Jj Psychological — examples as well as termination of Substance use. 


Genetic factors > 


Substance use is a BIO / PSYCHO / SOCIAL phenomenon 


Neurochemicai factors 


Training on Substance Use Disorders: A Module for Facilitators 


Principle One 


The effect of drug use occurs over 
multiple domains 


Treatment should be able to 
address the multiple domains of 
problem 


Treatment for substance use disorder 
should include a combination of 
Medical ychological and Social 


interve 


Medical management of drug use 
problems 
- Management of short term withdrawals 


- Long term medical Management 


- Management of craving 


- Management of physical harms associated with 
drug use 


Psychological therapies 


- Counselling / psychotherapy 


-Can be delivered individually or in group 
settings 


- Examples 
» Motivation enhancement 
» Relapse prevention 
- Cognitive Behavioural Therapy 
» Contingency management 


Principle Two 


No single treatment is appropriate for 
everyone 


Principle Two 


No single treatment is 
appropriate for everyone 


Treatment modalities 


- Medical 
- Psychological 


- Support groups 


Long term medical management: 


- Substitution therapies 
- Antagonist therapies 
- Deterrent agents 


- Treatment for craving 


Support group 


- Agroup of individuals set up to support 
each other during process of recovery 


Regular meetings following established 
protocols and procedures 


Principle Two 
Individuals are at different stages of change 


All these individuals are at risk for drug related problems/harms 


Principle Three 


Treatment needs of an individual are different 
at different stages of recovery 
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Principle Three Principle Three 


Treatment needs of an 
individual are different at 
different stages of recovery 


Intermediate =) Long-term basis 
| Stage F 
Add 


| 
i | ! 
;: | “ 


Ss of treatment should 
at different stages 


ment and 
monitoring is required 
determine changing 


Treatment goals 


» Immediate goals 
- Detoxification — treatment of withdrawal symptoms 
~ Intervention of psychosocial and medical crisis 
» Short-term goals 
» Management of other medical / psychiatric illness 
» Re-integration with family Recovery from drug dependence is a long 
» Long-term goals term process 
» Prevention of relapse, 
- Re-integration in the society, 
Occupational rehabilitation and 
- Improvement in overail quality of life. 


Principle Four 


Principle Four Principle Four 
~ Drug addiction / dependence is a chronic medical 
illness 
» Comparable to other chronic medical illness such Recover 
. y from drug 
- Diabetes, Hypertansten, Aarne dependence is a long term 
- Multi-factorial causation process 
» Roles of genes, environment and personal choice similar 


» All require long term treatment 
Remaining in treatment 

- Rates of adherence to treatment is similar for adequate period of 
time is critical for recovery 


Principle Four Principle Five 
- Research shows that most individuals require atleast 
three months in treatment to reduce/stop their drug use 


~ Longer the duration > better the outcome 


« The duration of treatment differs with individuals and Drug use is characterised by 
relapses and remissions 


Complications in other spheres of life — social, famnily, occupational, 
‘egal 
» Availability of social support 


Principle Five Principle Five 
Comparecn of Oreg kidiction an Other Carwmic Tieexces’ 
- Rates of relapse are similar 
other ical 
— oe, Drug use is characterised by 
Ly relapses and remissions 

- Relapse should be seen as 

part of recovery 


- Preventing and managing 
relapse is an integral part of GY, Clinicians should recognise 
substance use treatment ee that individuals can relapse 


despite best efforts 
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Principle Six 


Principle Six 


- The patient should be considered as an active 


Treatment is more effective partner in the treatment 


te eouen Lah la : . Agreeing on the modality of treatment 


- Agreeing on the process of treatment 


Individuals should 
_ reas a(n - Agreeing on the duration of treatment 
partners in tre 


Principle Seven 
Principle Seven Clients with substance use disorder have a number of 


comorbidities 
Medical: HIV, Hepatitis, cirrhosis, nutritional deficiencies, 
tuberculosis, etc. 


Psychological: gnef, sadness, low self-esteem. depression and 
other mental ilinesses 

Individuals have needs other than Cinisaiamtaa ies 

substance use disorder treatment Family: mistrust, quarrels, separation/divorce 


Social: homelessness, social outcast, food 


Principle Seven Drug treatment principles: Summary 


i h 
Individuals have needs pachinko 


other than substance use 2. Menu of options 
disorder treatment 3. Different goals at different stages; continuous 
‘ assessment and monitoring required 
Z Adequate duration of treatment 
Treatment should : 5. Relapse is inherent part of recovery 
address the associated 6 Clients must be made active partners in treatment 
Se CP IGINES 7. Treatment should address other comorbidities 


Other issues in treatment , : 
After showing the two questions, the presenter 
- Locus of treatment: where should patients be 


treated? should elicit opinions from the group and ask 
Should patients be treated exclusively in inpatient? 


“Is outpatient treatment equally effective? them the reasons for their opinion. After enough 


- Itis a myth among patients, their family members and responses have been ob ta ined, show the rest of 
among service providers that abstinence is possible only . 
in confinement the slide. 


» Studies show that the outcome of patients is equally good with 
outpatient treatment 


Majority of the patients can be managed with outpatient treatment 
Only minority of patients require hospitalisation 


Other issues in treatment 


~ Should patients with only fair degree of motivation be 
treated? 
ANS: Not true 


THANK YOU 


Patients at any stage of change can be helped 


The interventions differ depend on the stage at which the patient is 
in 


Patient's motivation should be enhanced by ‘Motivation 
enhancement therapy’ 
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Day?) ee 


Group discussion on 'Treatment principles and issues' 
Objectives 


* To further discuss the participants’ understanding on the principles involved in 


treatment of substance use disorder, in addition to that covered in the preceding 
presentation on the same topic. 


Materials and method: 


The session would be conducted for 30 minutes through discussion with the participants. 
The following materials would be required 


¢ Chart papers 
Steps 


e Divide the participants into three groups. 
¢ Ask each group to pick up one of the themes listed below. 
o Goals of treatment; modalities of treatment; principles of treatment 


¢ Ask the group to choose one volunteer amongst themselves and then discuss the 
topic moderated by the volunteer. The volunteer will also note down the points of 
discussion on a chart paper. Give 10 minutes for group discussion. 


¢ Ask the volunteers to present the discussion in front of all the groups. 


* Moderate the discussion generated through this activity. Use the powerpoint slides 
shown earlier to clarify any doubts generated in the discussion. 
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Screening Instruments for substance use disorders 


Objectives 
To familiarise the participants to various screening instruments which can be used 
in the general hospital setting 


¢ To develop skills of the participants in using the screening instruments 


Material and method: this session would require about 60-90 minutes, to be conducted 
with the aid of flip-charts / white-board and markers and PowerPoint presentation. 


Steps 
1. In this session the discussion moves forward along with the PowerPoint 
presentation 


2. After the presentation is over, Distribute copies of at least 1 screening instrument 
(AUDIT or ASSIST) 


3. Ask for volunteer(s) among the participants. The facilitator should conduct a role 
play of a patient, while the volunteer would play the role of a doctor who would 
administer the screening instrument 


4. Ask the entire group to score / rate in their copies 
5. After the role play generate the discussion on 
a. Process of administering the instrument 


b. Scoring and its interpretation 


Highlights of the presentation: 


° Various methods of screening 
0 Clinical 
o Instruments 
o Laboratory methods 
¢ Important screening instruments 
0 CAGE 
o AUDIT 
0 =6ASSIST 
o DAST 
Oo 
) 


MAST 
TWEAK 


teps in Screening, 


Assessment and planning of intervention 
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ae Presentation: Screening for Substance Use Iie 


What is screening ? 

Screening for 

substance use 

Screening (skr n ing) 
“Examination of a group of usually 
asymptomatic individuals to 
detect those with a high 
probability of having a given 
disease, typically by means of an 
inexpensive test.” 


Ask, in the routine clinical practice how do we 
usually screen patients for any problem or a 
clinical condition? Generate discussion 


Substance use screening 


Identifies individuals in a population who have 
begun to develop or who are at risk for 
developing substance use disorder 

Although physicians routinely take a patient's 
history, use of a standard screening 
instrument is valuable 

These instruments provide a structured, 
disciplined, and consistent means to detect 
individuals at risk 


ERpen tis Of eee end Vv 2 Screening for substance use 
test 


Zo 


Reliability : Sa 
the consistency with which the same results are Clinical 
achieved Instruments 


Validity L 
aborato 
ability to measure and describe what it is ry 


supposed to measure and describe 


In order to be valid, a test must be reliable; but 
reliability does not guarantee validity. 


Utility 
the value or cost of using the questionnaire to 
identify the attribute. state, quality or event we 
want to identify 


If the answer to single question - do you drink in 
the early morning hours? - is positive, there is a 
high likelihood that patient is dependent on 
Single estion: Morning Drinking | 
oe (Edwards, 1972) alcohol. 


a >14 drinks/week Besides this total number of drinks consumed in 


8 eae a typical week or day have also been suggested 
Women & older adults: >7 drinks/week as screening questions. However, these limits are 
>3/occasion P ‘ 
omg for western countries and do not apply to India 
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These are some of the commonly used screening 


Screening for substance use tests 


Michigan Alcoholism Screening Test (MAST) 
(Selzer, 1971) 


CAGE 


(Mayfield, 1974) 


Alcohol Use Disorder Identification Test 
(WHO, 2001) 


TWEAK Alcohol Screen 
ASSIST 
DAST 


CAGE is one of the very popular and user friendly 
screening test. 


CAGE Alcohol Screen 


Have you felt the need to stop or Cut down on 
drinking? 


Have you been Anary or Annoyed at other people 
talking about or criticizing your drinking? 


Have you felt Guilty...something you did 
when...drinking? , 
How often have you taken a drink first thing in the 


morning? (Early morning drinking) 
Optimal cut-score = 1 

sensitivity = .67 

specificity = .82 


AUDIT: AlcoholUse Disorder The gold standard for alcohol screening is AUDIT 
Identification Test developed by the WHO 


Self Administered 
| Focus on Recent Use 
| Designed for Primary Health Workers 
{ Hazardous Alcohol Use 
Harmful Alcohol Use 
Possible Alcohol Dependence 
! Consistent with ICD-10 Definition 


Assure that after the session, they will get an 
opportunity to go through AUDIT 


. Frequency of drinking 6. Guilt 

. Amount of drinking » Black out 

. How often (>6 drinks) °° Morning Drinking 
Unable to stop . Injury to someone 


drinking 0. Concern/Need to cut 


Neglect of duties down 


: 0-4 
Medium: 8-15 
High>16 
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AUDIT 


3 questions: quantity, frequency, b nge or risk drinking 
4 questions: alcohol dependence 


3 questions: alcohol-related negative consequences 
sensitivity = .95 
specificity = .80 


Tolerance 

Can you drink more than your friends? 
Anger 

Do you get angry when someone talks about your drinking? 
Cut down 

Have you ever tried to stop or cut down on your drinking? 
Eye opener 


Have you ever had a drink (or a drug) to prevent or cure a 
hangover? 


Conjoint two-item screen 


"In the past year, have you ever drunk or 
used drugs more than you meant to?” 

"Have you felt you wanted or needed to cut 
down on your drinking or drug use in the past 
year?” 

Sensitivity 73.9, Specificity $4.8 (Brown et al., 2001) 


ASSIST - Alcohol, Smoking and 
Substance Involvement Screening Test 


Developed by WHO 

“to detect and manage substance use 
and related problems in primary and 
general medical care settings.” 

Chief utility is to guide intervention — 
“Brief Intervention” 

AIIMS a participating center; Hindi 
version available 
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TWEAK Alcohol Screen 


How many drinks can you hold? (Tolerance) 
Have close friends or relatives Worried...? 


Do you,..drink...when you first get up? (Evye- 
opener) 


Has a friend...you could not remember? (Amnesia) 


Do you...feel the need to Cut down on your 
drinking? 


Optimal cut-score = 2 
sensitivity = .73 
specificity = .90 


“GATES’ 


Guilt 


Have you done things while drinking that you wish that you 
hadn't, that you feel guilty about? 


Anger 

Do you get angry when someone talks about your drinking? 
Tolerance 

Can you drink more than your friends? 
Eye opener 


Have you ever had a drink (or a drug) to prevent or cure a 
hangover? 


Stop 


Have. you ever tried to stop or cut down on your drinking? 
al 


Drug Abuse Screening Test 


Available as 28, 20 and 10 item tests 


Score more than 6, indicates substance 
use problem 


Besides criteria for dependence and 
complications, also enquires into history of 


treatment for substance use 
Gavin et al, 1989 


Assessment of 


severity of 
addiction 


_— : ; 
What is the ASI? lo ? What is the ASI? 
i_ 


(Addiction Severity Index) (Addiction Severity Index) 
~ A reliable and valid Instrument. widely - Uses a semi-structured interview to 
used both nationally and internationally gather information a counselor is 


- Conducted in a semi-structured required to collect during assessment 


interview format 
- Shown to be an accurate or valid 


: Kor ey effectively integratediiita measure of the nature and severity of 
peas i ds clients’ problems 


Cacciola et al., 1999; Carise et al., 2004; Kosten et al., 
1987; McLellan et al., 1980; 1985; 1992 


What is the ASI? | ? What the ASI is NOT? 


(Addiction Severity Index) 
Identifies 7 potential problem areas 
-A personality test 
. Medical status P Y 


. Employment and support -A medical test 


-A projective test such as the 


. Drug use 
Rorschach Inkblot Test 


-A tool that gi iagnosi 
. Legal status oo! that gives you a diagnosis 


. Family/social status 


1 
2 
3 
4. Alcohol use 
5 
) 
7 


. Psvchiatric status 


| pag 
gi ? Readiness to Change 
Questionnaire (RCQ) Various others... 


a 12-item questionnaire To measure: 
based on Prochaska and DiClemente's Severity of dependence 
Stages-of-change model Craving 
Hindi version available Withdrawal 
Self-efficacy 
Outcome-expectancy 
Family history 


Disability 
Etc 
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Several biological tests are used to assess alcohol 
use and related complications. Blood alcohol 
levels (BAL) are frequently used in acute care 
settings and treatment programs to assess the 
Level (BAL) current level of intoxication. Blood alcohol levels 
over 100mg% in an acute care setting suggest that 
alcohol use may be related to the current medical 
problem. Patients admitted with a BAL of over 
250mg% are at risk for withdrawal. 


my! Transferase (GGT) 


USCUlar Volume (MCV) 


te-Deficient Transferrin 


Several liver function tests (LFT) may be elevated 
in daily heavy drinkers. The GGT is the most 
sensitive LFT available. It is frequently used as a 
screening test in general medical settings. 
Gamma-Glutamyl Transferase (GGT) is elevated 
in 20-25% of persons drinking above 
recommended limits. GGT levels usually return 
to normal with cessation of alcohol use. 


A number of hematological tests may indicate 
chronic heavy alcohol use. These include mean 
corpuscular hemoglobin volume (MCV), platelet 
count, and shape of the red blood cells. The MCV 
is frequently elevated in chronic daily drinkers 
with poor nutritional status. 


Carbohydrate-Deficient Transferrin (CDT) is a 
newer marker recently approved by the FDA. 
This test is widely used by life insurance 
companies to screen prospective clients for heavy 
alcohol use. It is also utilized in Europe as a 
screening test and to detect relapse. The CDT is 
primarily useful for men drinking 5-6 alcoholic 
drinks per day. The test does not have strong 
psychometric properties for women, binge 
drinkers, or persons consuming 2-3 drinks per 
day. 

Several new markers are under development. For 
example, an assay was recently developed to 
measure acetaldehyde adducts. It is being 
considered by life insurance companies as a 
means to identify high-risk drinkers among life 
insurance applicants. 
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Biological Markers 


Blood alcohol levels (BAL) 

frequently used in acute care settings 

assess the current level of 
intoxication. 

BAL over 100mg% in an acute care 
setting suggest that alcohol use may 
be related to the current medical 
problem, 


Biological Markers 


MCV 
frequently elevated in chronic daily 
drinkers with poor nutritional status. 


Steps for Alcohol Screening and Assessment 


~ Step T- Ask about alcohol 


+Consumption 


If consumption is: 
Men: >14 drinks/week or >4/occasion 
Women & older adults: —>7 drinks/week or >Foccasion 


Men & women: 1 or more positive CAGE responses 


Step Il - Assess for alcohol-related problems 


«Medical Alcohol dependence 
+Behavioral *Readiness to change 


Biological Markers 


GGT 
elevated in 20-25% of persons drinking 
above recommended limits. 


Biological Markers 


newer marker : 

widely used by life insurance companies in 
US to screen prospective clients 

peat useful for men drinking 5-6 
alcoholic drinks per day. 


The four A's serve as the basis for the 
identification and treatment of alcohol use 
disorders in general medical care settings: ASK, 
ASSESS, ADVISE, and ASSIST. 


ASK refers to screening. All patients seen in 
health care settings should be screened for alcohol 
use with the same frequency as blood pressure, 
weight, and smoking status. We recommend 
quantity /frequency questions to detect at-risk 
drinkers and the CAGE questions (Ewing, 1984) 
to detect dependent drinkers. Patients who drink 
above recommended limits should be assessed for 
alcohol-related problems. 


ASSESSMENT involves asking patients about 
medical problems, depression, anxiety, partner 
violence, alcohol withdrawal, and tolerance. We 
also recommend inquiring about patients’ 
readiness to change. 
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0 ?| Steps for Brief Intervention and Referral 
. 


| Step HI - Advise appropriate action 


rable to control use Alcohol-related problems 


Ur 
o 

Alcohol dependence At risk for developing problems 
' 


+ Advise to abstain + Advise to cat down 
*Refer to specialist *Set a drinking goal 


Step IV - Assist and support 


*Consider pharmacotherapy 
* Follow-up visits, phone calls 


Conclusion 


Screening is useful 
More useful in 
Research setting 
Mass ‘level’ 
Is not an alternative to clinical 
assessment 


Thank You 


Once the assessment is complete, patients are 
ADVISED to either cut down or stop drinking. 
Persons who are problem drinkers, or who are at 
risk for alcohol problems, should be advised to 
cut down. Clinicians are advised to utilize brief 
intervention protocols to assist patients with the 
change process. These protocols are discussed in 
detail in the following slides. Patients who are 
alcohol dependent, or who have been unable to 
cut down, should be referred to an alcohol 
treatment program. 


ASSIST refers to continued follow-up and 
support. Studies suggest that multiple contacts 
over time are effective in facilitating behavioral 
change (Israel, et al, 1996; Cordoba, et al, 1998). 
This may include short-term counseling and 
pharmacotherapy. Medications may be helpful 
to deal with craving, depression, panic attacks, 
or other medical problems. 
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Session 1 


Treatment of Uncomplicated Alcohol Withdrawal 


Objectives 


¢ To develop participants' understanding on the basics of alcohol withdrawal 


¢ To provide the participants with an understanding on how to make a diagnosis of 
alcohol withdrawal using various tools 


¢ To equip the participants knowledge on management of uncomplicated alcohol 
withdrawal 


Materials and method: 


The session would be conducted using powerpoint presentations and discussion with the 
participants. The following materials would be required 


e Projector and laptop for powerpoint presentation 
Steps 


e Use the PPT provided for presentation and discussion 


Highlights of the session: 
° — Basics of alcohol withdrawal syndrome 


¢ Diagnosis of alcohol withdrawal syndrome 
* Management of alcohol withdrawal syndrome 
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Treatment of Uncomplicated 
Alcohol Withdrawal 


Introduction 


* Alcohol withdrawal (AW) 
Occurs in 70% of Alcohol dependent patients 
Increased rates in the elderly 
No gender/ethnic differences 
85% of AW are mild-to-moderate 
15% of AW are severe and complicated: 
> Seizures 


>» Delirium Tremens: associated with 5% mortality 


Diagnostic Criteria for AW 


. Cessation of (or reduction in) alcohol use that has been heavy 
and prolonged. 


Two (or more) of the following, developing within several hours 
toa ae Catenion — 


* Autonomic hyperactivity (e.g., * Transient visual, tactile, or 
diapiic-c.~ or HR>100) auditory hallucinations or 


Alcohol Withdrawal syndrome 


* Onset: usually within 24 hours after last drink 
Peak: 24 — 36 hours 


Duration: usually lasts till 48 hours, maximum by 4 
—7 days 


Severity of symptoms/signs of AW depends on 
— the amount of alcohol consumed recently 
— The duration of patient’s recent alcohol intake 


TREATMENT OF UNCOMPLICATED 
ALCOHOL WITHDRAWAL 


The trainer must emphasize here that unlike 
opioid withdrawal which is rarely associated with 
deaths, there is a definite risk of seizures and 
death with alcohol withdrawal. 


Diagnostic Criteria for AW 


. The symptoms in Criterion B cause clinically significant 
distress or impairment in functioning. 


. The symptoms are not due to a general medical condition 
and are not better accounted for by another mental 
disorder. 


Diagnostic and Statistical Manual, # ed. 


Alcohol Withdrawal syndrome 
contd... 


Signs/Symptoms 
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Before going to the next slide, elicit from the 
Diagnosis participants, the various areas that will be ota 
in history taking. Note the points on a white 
History board, and then proceed to the next slide. 


Physical examination 
Structured examination using Scales 


Laboratory investigation 


Diagnosis — History 


* Alcohol related 
— Quantity of alcohol intake 
— Duration of alcohol use 
— Time since last drink 
— Previous alcohol withdrawals 


* Onset and symptoms of withdrawal syndrome 
— Insomnia, restlessness, anxiety, tremulousness 


The presenter must point out here that not every 
case with unconsciousness /altered behaviour and 
* Recent onset of fever, or other physical illness a history of alcohol use will be suffering from 
alcohol withdrawal. This can very well be due to 
other causes, including head trauma, severe 
infections, hypoglycaemia, etc. 


Diagnosis - History 


* Rule out other causes 
—H/O head trauma, infections, hypoglycaemia 


* H/O other medical illnesses 


— Arrhythmias, congestive heart failure, coronary 
artery disease, GI bleeding, liver disease, 
pancreatitis, CNS disorder, etc. 


Before presenting this slide, the presenter must 

elicit from the participants the various findings 

+ toean that can be obtained through physical 
— Evidence of alcohol withdrawal examination in a patient of AWS 


* Tremors of outstretched hands 
* Increased pulse rate, blood pressure 


Diagnosis — physical examination 


— Evidence of alcohol induced damage 


* Abdominal examination: Liver enlargement, 
* CNS examination 
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; ; The presenter can use the CIWA-AR provided in 
Diagnosis - Withdrawal scales the appendix and make copies for each of the 


* Clinical Institute Withdrawal Assessment of Alcohol Scale — pa rticipan ts for them to 80 through the 
Revised (CIWA-AR) instrument 
* Quick, easy to use and useful in a variety of hospital : 
settings 
* Set of 10 item questionnaire — based on asking the patient 
as well as observing the patient 
* Scoring 
> Score 8-10 (mild) 
® Score 10-15 (moderate) 
> Score > 15 (severe) impending delirium tremens 


Diagnosis — Laboratory Tests 


Diagnosis — Withdrawal scales 


* Clinical Institute Withdrawal Assessment of Alcohol 
Scale — Revised (CIWA-AR) contd... 

* Items: nausea and vomiting; tremor; paroxysmal sweating; 
anxiety; agitation; tactile disturbance; auditory disturbance; 
visual disturbance; headache; orientation and clouding of 
sensorium 


Identify acute and/or heavy drinking (> 5 
drinks/day): 
> Blood Alcohol Levels (BAL) 
» Gamma-glutamyl transferase (GGTP > 35 IU/L) 
» Carbohydrate Deficient Transferrin (CDT > 20 
IU/L) 
> Erythrocyte mean corpuscular volume (MCV 
>91.5 13) 
> CDT + GGTP best diagnostic combination 


* Can be used even by nursing staff to diagnose and monitor 
patients 
* Available for free download 


Management of AW 


Management of AW: Treatment goals 


Supportive care p 
PP * Two primary goals 
— To help patient come out of withdrawals in a safe 


Treatment setting and comfortable way 


— To enhance the patient’s motivation to enter long 


i ment : 
Pieris ncaa! Manageme term treatment, and thereby abstain from alcohol 


Non-pharmacological management 


Management of AW: Setting The presenter can ask from the participants the 
various conditions in which a patient of AW can 
be managed in outpatient settings, and various 
> penile eceblaa einai conditions in which inpatient treatment is 
> No history of AW seizures/delirium warranted. 


> No serious medical/surgical problems 


Most (80%) of AW can be managed on outpatient basis 


* Broad indications for outpatient treatment 


> No serious psychiatric/drug history 
> Social support 


> Supervision/housing available 
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Management of AW: Setting 


* Inpatient treatment required for 10 -20% of patients: 


> Severe withdrawal states - DT, Overdose, multiple drug use 


> t Severity (seizures / delirium) 


> Major medical/surgical problems 


> Major psychiatric problems 


> Poor support, homelessness 


» Pregnancy 


> Geographical distance 


> Failure of outpatient treatment 


Management of AW: pharmacotherapy 


* Benzodiazepines 
* Vitamin supplement 


* Other medications 


Management of AW: pharmacotherapy 


* Benzodiazepines control symptoms of AW: 


— seizure activity, delirium, anxiety, tachycardia, hypertension, 
diaphoresis, and tremor 


* No benzodiazepines found superior to another 


— Choice guided by the medication’s duration of action, cost and 
potential for abuse 


— Usual medicines prescribed: Diazepam (e.g. Valium) and 
chlordiazepoxide (e.g. Librium) 


* Incase of suspected liver damage: lorazepam and 
oxazepam are treatment of choice, as they do not require 
metabolism by liver 


Example of BZD dose for AW 


Freating alcohol withdrawal with ehlordiazepoxide 


20 to 30 mg four times daily 20 to 30 mg 20 to 30 mg 20 to 30 
three times twice daily mg at 
daily bedtime 

20 to 30 mg as needed up to hourly, based on symptoms* 
iggered 


Front- 100 to 200 mg every 2 to 4 50 to 100 mg 
hours until sedation ts every 4to 6 
achieved; then 50 to 100 mg hours as 
every 4 to 6 hours as needed 


“These symptoms include pulse rate greater than 90 per minute, diastolic blood 
pressure greater than 90 mm Hg or signs of withdrawal. 
* Frequently, very little additional medication Is necessary after initial loading. 


Adapted from NICE quidelines, 2010 


Management of AW: supportive care 


* Supportive care 
— Monitor vital signs and provide general nursing care 
— Evaluate hydration: maintain intake-output chart and 
relevant investigations 
* Sufficient to give oral fluids 
— Ensure serum electrolytes are maintained 
~ Evaluate for concomitant medical and surgical problems 
— General physical examination and observe for 


Management of AW: pharmacotherapy 


* Benzodiazepines 
— ‘Medications of choice’ for treatment of alcohol 
withdrawal 


— Mechanism of action: ‘Cross-tolerance’ with alcohol 


* Pharmacological actions similar to alcohol > symptoms of AW 
relieved with higher doses of Benzodiazepines 


— Longer acting benzodiazepines are most suitable 
agents 


Management of AW: pharmacotherapy 
* Three types of dosing strategies followed 


Front loading dose 
schedule 


* Large dose of BZD at 
the start of the 
treatment 

© Later doses on ‘as and 
when required’ basis 

* Used in severe AW 
cases, included DT 


Suggested dose schedule for 
diazepam 


* Incase of moderate to severe withdrawals 


Osy__Disrepamdose 
Dayone 15 — 20 mg orally four times a day 
DayTwo 10 ~ 20 mg orally four times a day 
Day Three =S—15 mg orally four times a day 
Day Four 10 mg orally four times a day 
Day Five 5 mg orally four times a day 
Day Six 5S mg orally two — three times a day 
Day Seven S— 10 mg orally at night 
Day Eight S mg orally at night 
Day Nine — Stop Diazepam 

* Incase of mild to moderate AW: doses of upto 20 — 40 me 

diazepam per dav 
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Carbamazepine and Valproate 


Other Agents 


* Effective in: 
> Mild to moderate AW / protracted AW 
> + distress and faster return to work 


> No abuse potential / alcohol interactions 
> No toxicity in 7-day trials 


* Carbamazepine and valproate: 
~ Effective in mild to moderate withdrawals 
~ Not more beneficial than Benzodiazepines 
— Not able to control all symptoms of AW 

* Antipsychotics: 
— T seizures, J agitation 


B-Adrenergic antagonists and clonidine: 
— + Autonomic activity, may hide impending seizures 


Magnesium: 


* Limitations: 
> Not better than BZDs 
> T Side effects 
> T Cost 


> Limited data in AW seizures/delirium — + levels in AW, supplement does not J severity 


Management of AW: non-pharmacological 
treatment 


Reducing environmental stimulation: Quiet surroundings 


Management of AW: pharmacotherapy 


* Vitamin supplements 


— Thiamine SHOULD be given along with Providing uninterrupted periods of rest 
pharmacological treatment 


Avoid use of restraints 


— Given to avoid precipitation of Wernicke’s Provide orientation: with clocks and calenders 
encephalopathy and Korsakoff’s syndrome 


Adequate nutritional support 


— Dose: 50 — 100 mg parenteral (IM) or oral for 3 


Brief interventions / motivate to change 
days or more 


When planning discharge: offer long term treatment 
2B 


Conclusions 


AW common complication in Alcohol Dependence 
patients 


Clinicians must screen for alcohol withdrawal in every TH AN K YOU 
case of alcohol dependence 
If untreated, AW can be lead to death in sever cases 


BZD most effective, safest and cheapest treatment 


Concomitant use of thiamine supplements and 
supportive care required 
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Day 3: ec 


Treatment of Complicated Alcohol Withdrawal 


Objectives 
* To develop participants’ understanding on the various complications associated 


with alcohol withdrawal 
¢ To provide the participants with an understanding on how to manage various 
complications associated with alcohol withdrawal with focus on delirium tremens 


and alcohol withdrawal seizure 
Materials and method: 


The session would be conducted in 60 minutes using case vignette and powerpoint 
presentations and discussion with the participants. The following materials would be 


required 
Steps 


¢ Begin the session with presentation of the case vignette given below: 


Mr. X, a 33 year old male educated upto class 12, and working in a restaurant as a 
manager, married with two children, is brought to the emergency department 
with irrelevant talks, and fearfulness. 


History shows that these symptoms started suddenly since the last 24 hours, after 
Mr. X stopped drinking 3 days back. Mr. X had been drinking since the last 10 
years, however over the last 4 years he started drinking on a daily basis in the 
evenings after his work. Since the last 3 years, Mr. X started to have tremors and 
insomnia, if he would miss even a single day of drinking; as a result, Mr. X resorted 
to day-time drinking. He would consume about 1 bottle of IMFL on a given day, 
which has continued since then till present. His performance at workplace had 
started deteriorating since one year, and he was asked to leave the job since the 
last one month. Mr. X's drinking escalated after this episode; however, when his 
wife threatened to leave him, he made a decision to stop alcohol use by himself, 
and has been abstinent since the last 3 days. There have been no abstinent attempts 
in the past. 


After stopping alcohol, Mr. X could not sleep over the last 3 days, and also started 
complaining of anxiety and restlessness since last two days. Since one day, it was 
noticed that Mr. X was talking irrelevantly, and would appear fearful. He would 
say that there are snakes in the room, and would complain of bugs on the floor. 
He would also sometimes refer to his wife as the bartender of the restaurant where 
he would work. The wife got afraid and Mr. X was brought to the emergency 
department of the hospital. ; 


No H/O head trauma, jaundice, vomiting, hematemesis or malena 
No H/O any major psychiatric illness currently or in the past. 
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On examination, the following significant details were recorded: 


0 Vitals: Pulse: 140 / minute, B.P.: 140/90 mm Hg, temperature: 100 degree F. 
CVS, RS: NAD 


) 
o Abdomen: Liver palpable 3 cm below the Rt. Hypochondrium 
) 


Mental Status examination: disoriented to time, place and person; attention 
and concentration: aroused /not sustained; Affect: anxious; illusions and 
hallucinations present; coarse tremors of hands B /L noticed 


o On Investigations, Hb, TLC, Blood glucose, Serum electrolytes, total bilirubin: 
WNL 


After presenting the case, ask the participants for differential diagnosis for 
disorientation in such a case. Then discuss the findings on history, examination, 
and investigations, and help them to rule out differentials one by one. Finally, 
help them to make the correct diagnosis (Alcohol dependence Syndrome with 
Complicated alcohol Withdrawal, Delirium Tremens). 


e After this exercise, Use the PPT provided for presentation and further discussion 


Highlights of the session: 
Basics of complicated alcohol withdrawal syndrome 


Basics and management of alcohol withdrawal seizures 
Basics and management of Delirium Tremens 


Basics and management of wernicke's syndrome 
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COMPLICATED ALCOHOL WITHDRAWAL 


MANAGEMENT 


Percentage of Subjects Experiencing 
Specific Withdrawal Symplons 
’ » 


Days After Cessation of Drinking 


The relationship between cessation of drinking and the onset of tremors, 
hallucinations, seizures, and delirium tramens 


Alcohol Withdrawal Seizure (WS) 


Withdrawal Seizures (WS) 


* 2— 9% of alcohol dependent patients have WS 

* Risk factors: Heavy drinking and past history of 
ws 

* 90% of WS occur within 48 hours of stopping 
alcohol use 

» Generalised convulsions alternating with 
muscular spasms (tonic-clonic seizures) 

If Localised/partial seizures > rule out other 


causes 


MANAGEMENT OF COMPLICATED 
ALCOHOL WITHDRAWAL 


Introduction 


- Alcohol withdrawal syndrome (AWS) usually 
mild — moderate in majority of patients 
- About 10% of patients have complications 
during AWS — complicated AWS 
+ Complicated AWS 
Withdrawal Seizures 
Delirium tremens 
Wernicke-Korsakoff syndrome 
Neuropsychiatric syndromes 
Cardiovascular complications 


The facilitator should point out here that majority 
of the complications occur within the first few 
days of alcohol cessation/stoppage, and 
disappear within 7 - 10 days. 


Seizures in alcohol dependence 


* Overall, 15% of alcohol dependence patienrs 
have seizures 
One third are due to WS 
Other causes of seizures in ADS: 
* Metabolic 
- Infectious 
* Trauma 
* Cerebrovascular conditions 
* Concomitant use of other substances, particularly 
benzodiazepines 


Withdrawal seizures: prevention 


» Benzodiazepines are medications of choice in 
prevention of WS 


» Effective in preventing recurrence of WS 
Loading dose regimen of diazepam preferred 


* No advantage of adding anti-convulsants such as 
carbamazepine or valproate in seizure 
prevention 
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Withdrawal seizures: management 


> Many heavy drinkers present for treatment after 
experiencing one episode of WS 


+ Diagnosis of WS is by EXCLUDING other causes 
of seizures 
Rule out head injury, subdural hematoma, 
metabolic disturbances, and other causes of 
seizures 


Withdrawal seizures: management 


+ Thiamine administration (100 mg t.i.d. i.m/i.v) 
before administration of any carbohydrate 
(including glucose) 


+ Diazepam in loading dose should be initiated 
+ Nursing in calm environment 
- No role of anticonvulsants on long term basis 


+ Abstinence from alcohol is best way to prevent 
recurrence of WS 


+ Referred to as alcohol withdrawal delirium or 
delirium tremens 


» Seen in alcohol dependence as part of 
withdrawals among heavy drinkers 


+ Onset within 1 — 4 days after stopping alcohol 


DT: clinical features 


+ Long history of regular, heavy alcohol use 
+ Sudden stopping of alcohol 
+ Onset within short period of time, of the following: 


¢ Disturbance in consciousness 
disoriented to time, place and 
person (delirium) 


* Perceptual disturbance 
llusion: mistaking eracks in 
wall to snakes 
* Hallucinations: seeing small 
objects/persons (lilliputian 
hallucinations) 


* Agitation 
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Withdrawal seizures: management 


+ Patient should be managed in inpatient setting 


+ Investigations to rule out other causes of 
seizures 


+ Continious monitoring 


° Vital signs 
Alcohol withdrawal symptoms 


Delirium Tremens (DT) 


* Incidence of DT: 5% 


» DT can lead to death among ADS patients 
e 15% mortality in earlier western studies 


° 5% mortality currently in western studies due to 
improved management 


DT: Management 


+ Compulsory hospitalisation: should be treated as an 
emergency condition 


+ Thorough assessment 
H/O alcohol dependence 
Detailed systemic and neurological examination 
Rule out concomitant medical comorbid conditions: head 
injury, hypoglycemia, metabolic disturbances, liver failure, 
pancreatitis, GI hemorrhage, meningitis, ete 


+ Investigations 
Blood sugar levels, 
Serum electrolyte 
Liver function tests 


DT: Management 


+ Close monitoring of vital signs 
+ Quiet surroundings with minimal stimuli 
- Electrolyte imbalance, if present should be corrected 
+ Control of agitation is most important 
+ Medications: Benzodiazepines are treatment of 
choice 
Oral loading dose of diazepam/lorazepam till desired 
effect 
If rapid sedation required > intravenous diazepam 


Wenicke’s Encephalopathy 


* 25% of wernicke’s encephalopathy recover 
completely 
* 25% do not recover and develop Korsakoff’s 
syndrome 
» Chronic, disabling condition 
’ Severe anterograde amnesia: inability to learn new 
intormation 
» Confabulation (filling up gaps in memory through 
imaginary stories) 
May require long term institutionalisation in some 
patients 
There is no effective treatment of korsakoff’s 
syndrome 


Wernicke’s encephalopathy: management 


» Usually underdiagnosed condition 


» Suspicion should be high in all heavy drinkers 
presenting with coma, memory impairment> 
positively rule out Wernicke’s encephalopathy 


DT: management 


- Antipsychotics to be used only if agitation is not 
controlled by benzodiazepines 
To be used as adjunct to benzodiazepines and not 
‘instead of benzodiazepines 
Newer antipsychotics (olanzapine, risperidone) 
have better safety profile 


+ Patients with DT have higher chance of further 
episodes in subsequent withdrawals 


- Acute brain condition resulting from acute 
deficiency of thiamine (vitamin B1) in chronic 
alcohol users 

Poor dietary intake 
Intestinal malabsorption 


« Reversible if treated early; untreated cases can 
have irreversible damage called as ‘Korsakoffs 
syndrome/psychosis’ 


Wernicke’s encephalopathy: clinical 
features 


+ Classic triad: 
Acute onset of confusion (in 80%) 
Ataxia (inability to walk properly, in 20%) 
° Eye signs: ophthalmoplegia, nystagmus (in 30%) 


+ May also result in hypothermia, hypotension, 
coma and death 


» Contrast enhanced MRI: bilateral lesions in 
mamumillary bodies 


Wernicke’s encephalopathy: management 


* Thiamine should be given before any carbohydrate 
administration 
Dose of 500 mg/day (i.v. diluted in saline ov er 30 
minutes): Daily administration for 3 — 5 days 


Subsequently, dose of 300 mg/day orally /parenterally 
for 1 — 2 weeks 


* Correct hypomagnesiumia and other electrolyte 
disturbance, if present 


» If drinking persists > maintain on oral thiamine (100 
mg/day) till abstinence 
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Brief Intervention 


Objectives 


¢ To familiarise the participants to the concept and practice of Brief Intervention 


Material and method: this session would require about 60-90 minutes, to be conducted 
with the aid of flip-charts / white-board and markers and PowerPoint presentation. 


Steps 


In this session the discussion moves forward along with the PowerPoint presentation 


Highlights of the presentation: 
* Introduction to brief intervention 
¢ Structure of Brief Intervention 
Feedback 
Responsibility 
Advice 
Menu 


Empathy 
Self-efficacy 
Techniques for Enhancing Motivation 
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RES Presentation: Brief Intervention bashed 


Brief Intervention 


Alcohol Use 


Brief Intervention 


» A brief counseling which aims at changing the 
drinking behavior. 

» Duration: 5 minutes of brief advice to 15-30 
minutes of brief Counseling. 

» Brief interventions typically consist of one to four 
short counselling sessions with a trained 
interventionist.(e.g., physician, psychologist, social 
worker, nurse, health worker) 


Explain that There is a myth in dealing with 
substance use disorder, that "more is always 
better", However for people who are not yet 
dependent and belong to the category of Harmful 
users / Alcohol Abuse this is not true. They can 
be helped very well by specific techniques known 
as Brief Intervention. 


Explain that in general, in any community a 
progressively smaller proportion is comprised of 
people with more severe patterns of drinking. In 
essence only a small minority of alcohol users are 
dependent and many others fall in the category 
of harmful / hazardous use / abuse. It is these 
people who do not need treatment with full 
intensity but need to be helped with BI. 


In this flow chart explain that the screening here 
refers to the use of screening tests described in 
earlier session. For those found dependent proper 
treatment for alcohol dependence as described 
earlier must be provided or patient must be 
referred elsewhere. For those who are found to 
have problem alcohol use and those who can be 
engaged since they express some interest / 
motivation brief intervention should be offered - 
THERE AND THEN. 


Important to note that the person delivering BI 
need not be a professional. Conversely it should 
not be thought that BI is beneath the standard of 
a doctor! Any service provider with some training 
can and must provide BI. 
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Goal 


» Not always abstinence. 
» Short term and immediate concerns. 
» Addresses specific Issues. 


Brief Intervention 


Helps move people along the readiness to 
change continuum. 


BI structure - FRAMES 


*Feedback (personalised) 
-Responsibility (with patient) 
-Advice (clear, practical) 
*Menu (variety of options) 


-Empathy (warm, reflective) 
*Self-efficacy (boosts confidence) 


(Oéthies & Sanches = 39736) 


Bl is not about stopping alcohol (though this goal 
can also be discussed). The focus of the BI is to 
ensure that the person does not progress to a more 
severe form of drinking pattern and tries to 
modify the pattern in such as way that minimizes 
the risk of harms. 


Although we focus brief intervention for changing 
alcohol use patterns, this approach can be used 
to help patients modify a variety of behaviors 
including dietary habits, tobacco use, weight 
reduction etc. 


Brief intervention is related to motivational 
interviewing. One of its primary goals is to move 
people along the readiness to change continuum. 
Many patients are in the pre-contemplation stage 
when initially approached about changing their 
alcohol use. They are not ready to cut down or 
change their drinking patterns. Brief intervention 
can move patients along the continuum of change 
from pre-contemplation to contemplation to 
determination to action. 
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Feedback 


Feedback - refers to personalized feedback or 
health-relevant information based on careful 
assessment 

NOT educational material about harmful effects of 
alcohol/drugs 


» Personal feedback may include: screening result, 


results of lab tests, calendar recording days of use etc. 


Example of feedback: Linking screening 
scores to brief intervention 


» Start with reference to the patient's screening 
score or consumption leve 


» Ask the patient how they feel about their 
screening score/consumption level 


eg. You appear to be drinking at 7 cae that increases 
your risk PS pei What do you think? 


eg. The a in which you as drinking may be affecting 
your health. What do you thin 


Feedback 


It is important to keep in mind 
Is patient ready to hear feedback? 

» How feedback is presented affects 
patient’s ability to hear it. Can be helpful 
to ask permission to give feedback. 
Helpful to listen reflectively to patient’s 
response to feedback. 

Feedback can trigger patient self- 
reflection, which may increase motivation. 


Responsibility 


» Responsibility 
Conveying individual responsibility with tone of 
trust and respect is common element in effective 
brief interventions. 


Respectfully remind patient that they are ultimately 
in charge of what happens, including whether or 
not to change, and if so, how. 


Reinforce whatever responsibility patient has 
already taken. 


As the name indicates in this technique the therapist 
just tries to act like a mirror. The key word here is 
PERSONALISED. While everyone must have talked 
to our patient about the negative consequences of 
alcohol use in general, during feedback process, we 
must discuss the consequences which the patient 
has actually faced himself. 


Specify that just telling the patient that alcohol can 
this harm and that is not feedback. Showing the 
patient his LFT report is an example of feedback. 
Making him understand that he is spending about 
30% of his income of drinking, is feedback. 


If a screening test has been used, its score can be 
used to provide feedback. 


Reiterate here that a screening test is useful but not 
absolutely necessary. If a clinician on routine 
assessment has found that the person belongs to the 
harmful / hazardous / abuse groups of drinking 
pattern, BI can be provided. 


Responsibility reinforces the understanding that 
ultimately the patient is in charge of his own 
behaviour and life style. He has the choice to modify 
his behaviour and he is not being forced to do so. 
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Specify that it should not appear like sermonizing 
Advice or preaching. 


Have to be careful with this one-it can be a 
roadblock to listening and developing rapport. 


Clear and respectful advice appears to be 
important component in enhancing motivation to 
change harmful lifestyles. 


Options for Change in goals may include from 
Total abstinence to reduction in frequency to 
Advi bout changi likel b ied j i 1 j i 

ipaveat has Sway ofoptonewehscse tame’ | Changing the occasions of drinking to reducing 
the amount drunk per occasion. 


Menu of Options 


Menu also increases patients’ perception of 
personal choice and control, which promotes 


intrinsic motivation and can foster optimism. Options for change in methods may include: 

Can be helpful ff f ch ls, idl i i 

Saas Fete or marr of change goals. 2s Avoiding company of friends who drink, 
spending time with family more often, purchasing 

only smaller amounts, developing alternate 

interests etc. 


This refers largely to the style and approach 


Empathy adopted by the service provider. In general for 

all interactions with the patient the predominant 

May be the most crucial of the FRAMES attitude of the service provider needs to be of 

eo empathy. However, for BI in particular empathy 
Creates environment conducive to is of vital importance. 


change, instills sense of safety, of being 
understood and accepted, and reduces 
defensiveness. 


Sets the tone within which the entire 
communication occurs. Without it, other 
components may sound like mechanical 
techniques. 


How can we change someone's motivation by 
interacting with them? These four techniques will 
be discussed for changing motivation. As can be 
noticed, these are overlapping strategies. 


strategies /techniques for 
enhancing motivation 


While these terms may sound technical and 
heavy, we will see in a short while that these are 
very practical strategies, which we can use in our 
day-to-day practice. 


Developing discrepancy 
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feedback 


» Already discussed 


strategies /techniques for 
enhancing motivation 


a 


= 


Another strategy is decision balancing. Ask, how do 
strategies (techniques for we take any decision in general. The obvious answer 
ee movenan would be through comparing pros and cons or 
positives and negatives of any action: 


For any action, doing or not doing it - both are 
associated with certain likely consequences. "Should 
we take a tea break now?" both yes and no decision 
will be associated with certain consequences. If we 
do take a break, some of us would feel refreshed 
and will be better able to participate in training (a 
positive consequence). However, a tea break may 
also delay the proceeding for the entire day. We 
would end up late (a negative consequence). The reverse is true for not taking a tea break. 


For a alcohol user too, decision of quitting / 


Decision balancing reducing will have both positive and negative 
Phadnis if enabled to MeGH consequences. Discuss and conduct mind 
the benefits of change vis a vis benefits of mapping. What will be the positive consequence 
staying the same eS ; . o,e 
and of quitting / reducing? What will be the positive 
compare it with cost of staying the same vis a : : : : 
vis cost of change. consequence of continued drinking in the same 


pattern? Similarly, what are the costs involved in 
quitting / reducing? And costs involved in 
continued drinking? 


ce ; Thus, if we are able to make the person realize 
Decision balancing that there is a net benefit in changing his 
Sane behaviour, we may enhance his motivation. 
= | nats of 


Cost of 
the came "9 


Cost of 
Change 
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Strategies/techniques for 
enhancing motivation 


DEVELOPING DISCREPANCY 


» Enable the patient to compare his quality 
of life with other non users (friends and 
relatives), and help him to think where 
he is vis a vis where he wanted to be 

» Discuss Life goals of the patient and how 
drinking can hamper in achieving these. 


strategies /techniques for 
enhancing motivation 


Be) 
<a” 


SUPPORTING SELF EFFICACY 


» Instilling hope by telling the patient that 
“the goal is achievable” 
“you can do it” 
Some Individuals do not attempt behaviour change 
thinking that the goal Is too difficult to achieve 


Another strategy is developing discrepancy. Can 
be called simply as An inconsistency or a 
mismatch. 


Here we help the patients to compare the life of 
their non-drinking peers / friends / relatives with 
their own. Similarly making the person realize the 
difference between what he wanted to achieve 
and what he could (or could not) due to drinking, 
also enhances the person's motivation. 


Many people have this myth that quitting / 
reducing is impossible, at least for them. Here the 
therapist just tries to instill the hope that "change 
is possible" and the confidence that "you can also 
make this change." Example of others who may 
have achieved this change, such as currently 
abstinent peers could be a great motivating factor. 
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Summary 


> Useful intervention for opportunistic settings. 

» Cost effective, time limited and viable 
treatment option primarily for harmful and 
hazardous users of alcohol and substance. 

» Do not require specialist. 

» Wide application. 

» Effective across settings. 
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Mee ee ae 


Brief Intervention: Demonstration 


Objectives 


* To Develop the skills of the participants to be able to deliver Brief Intervention to 
a patient with harmful / hazardous alcohol use 


Material and method: this session would require about 60-90 minutes, to be conducted 
with the aid of role-play and flip-charts / white-board and markers 


Steps 


1. Identify Volunteer(s) among the participants. The selected volunteer would play 
the role of therapist while the facilitator would play the role of a patient 


2. The suggested case vignette below could be used by the facilitator for this role 
play. 
After the role play is over, generate a discussion on 
Process of the interaction 


Techniques used by the therapist 


Suggested Case Vignette: 


AA is a 39 year old male, auto-rickshaw driver, who has presented to the 
general OPD of the hospital with the history of pain in abdomen recurrently. 
He also reports that he visited the casualty yesterday after a bout of incessant 
vomiting, which followed a heavy drinking episode. 


On probing, more details about AA's drinking history could emerge: He 
would report that he started drinking at the age of 19 years and was a social, 
occasional drinker till about 7 years back. For the last 7 years his drinking 
amount and frequency has increased. He now drinks almost 3-4 days a week 
(only in late evenings) and usually about 1 quarter to 1 half bottle of IMFL 
on every occasion. He spends about 300 Rs a week in drinking (which is 
about 10% of his weekly income). Off late he has been experiencing pain in 
abdomen and vomiting. Sometimes he picks up fights with his drinking 
friends. Often, his drinking habit is a cause of altercation with his wife. Twice 
he had been apprehended by traffic police for driving under the influence. 
His 10 year old daughter often complains of his drinking habit which irritates 
him, but also makes him feel guilty at times. 


He denies, drinking daily, drinking during the day-time or experiencing any 
discomfort on non-drinking days. 
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Identification of patients suitable for Brief Interventions 
and facilitating early treatment seeking 


Objectives 


© Todiscuss with the participants possible ways through which they can implement 
Brief Intervention in their settings and extend the benefit to maximum number of 


patients 
Material and method: this session would require about 60-90 minutes, to be held as a 
group discussion. Flip-charts / white-board and markers could be used to steer the 
discussion. 


Steps 
1. Begin by a quick review of the Brief Interventions. What kind of patients would 


be most suited for this treatment? (Ans. Those not yet dependent on alcohol, but 
still consume alcohol in a manner which is associated with various harms). 


2. During discussion highlight the fact that most such patients would not be seeking 
treatment, on their own for reducing drinking. However, they may be encountered 
in other health settings where they may present with one or more health 
consequences of harmful drinking. 


3. Generate discussion around various ways, people with harmful drinking pattern 
could be identified and helped. Some of these ways could be: 


a. A high index of suspicion in the routine general, OPDS 


Use of screening tools for the suspected cases (Screening instruments are useful 
for identification; additionally scores can be used for providing 'feedback' as 
a motivation enhancement technique) 

c. Generating awareness in the community 


Training of other health professionals and paramedical personnel in screening 
and identification of harmful patterns of drinking 


e. A liaison with local police, which could refer people with intoxication related 
problems to the hospital for intervention 

f. Women's self-help groups (if available) can play a pro-active role in the 
community and refer male mamebers with alcohol problems to the hospital 

g- NGOs working closely with the community can also help in identification 
and referral 

4. Note: the techniques of BI - though seemingly simple - should only be delivered by 
a trained professional. The temptation to entrust the lay volunteers with the task 
of providing BI in the community, without supervision, should be avoided. 
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Long Term Pharmacotherapy for Alcohol Dependence: 
Approach and Clinical practice of Disulfiram 


Objectives 


* To develop participants’ understanding about the treatment of alcohol dependence 


* To provide the participants with an understanding on the rationale for Disulfiram 
therapy 


* To equip the participants knowledge and skills on management of Alcohol 
Dependence Syndrome using Disulfiram 


Materials and method: 


The session would be conducted in 60 minutes using powerpoint presentations and 
discussion with the participants. The following materials would be required 


* — Projector and laptop for powerpoint presentation 
Steps 


* Use the PPT provided for presentation and discussion 


Highlights of the session: 
Basics of alcohol dependence 
Rationale for disulfiram therapy 
Pharmacology of disulfiram 
Guidelines for providing disulfiram therapy 


Frequently asked questions regarding disulfiram therapy 
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Long term pharmacotherapy of alcohol 
dependence — approach and clinical 
practice guidelines for disulfiram 
therapy 


Treatment of Alcoholism 


Assessment 


Detoxification 


Long-term 


Deterrence Anti-Craving 


Deterrence 


de-ter-rence (di-tér'ans, -ttir'-) 


n 


2 “The prevention from action by fear of the 
consequences” 


© In other words alcohol, when taken with the 
medication, produces some undesirable 
consequences. 


Case vignette... 


Mr. P is a 40 year married male belong to middle socioeconomic 
status. He fives in small town in Uttar Pradesh. He contacted the de- 
addiction centre along with wife to get rid of his problem of 
excessive drinking. 

Mr. P had started drinking about 20 year back but he wos started 
using alcohol in dependent pattern with significant socio- 
eccupational dysfunction from last 10 year. 

There was no history of any chronic medical illness including history 
suggestive of liver disease like hemetemesis, melana, jaundice. 

On physical examination, he had tremors on outstretched hands, 


tachycardia (100/min) and hypertension (150/90 mm Hg). Rest of 
the examination was normal. 


OHOL 

LONG TERM PHARMACOTHERAPY OF ALC 

DEPENDENCE - APPROACH AND CLINICAL PRACTICE 
GUIDELINES FOR DISULFIRAM THERAPY 


INTRODUCTION 


, Alcohol Dependence Syndrome (ADS) — Basic Facts 


© ls a chronic disorder 
ED, LY) Requires treatment for long 
duration 
a relapsing condition 


ater Trectment should be provided such 
: ae that relapse con be prevented 
Is a disorder of the brain 


Medical model of treatment is 
required to treat ADS 


Treatment of Alcoholism 


Long-term 


Deterrence 


Deterrents 


© Disulfiram 


5 Calcium Carbimide 
2 Metronidazole, 


5 Nitrofezole 


Case vignette... 


On mental status examination, Mr. P was slightly restless and 
eppeored anxious. His motivation to give up alcohol appeared fair 
as he had insight in most of his present problems were because of 
drinking. 

Mr. P was admitted in ward and baseline Hemogrom, LFT & RFT 
were sent. Investigation were found with in normal range. He was 
detoxified with benzodiazepine. His detoxification completed and 
was free from alcohol from last 24 hour & LFT with in normal range. 
So plan to stort disulfiram was mode. So pre disulfiram couselling 
was conducted and exploined regarding rationale of giving 
disulfiram, DER, side effects of disulfirom and Precautions to be 
token while taking disulfiram. 
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Case vignette... Disulfiram 


informed consent taken In front of witness. Disulfiram was started as 

single tablet containing 250 mg, once a day. His wife was given 
responsibility of supervision of medication after discharge. 

At the time of discharge, pt was given disulfirom Indentifcation card 
which contain information that he was taking disulfiram, and also 
contains in brief, the beverages to be avoided with alcohol, the signs 
and symptoms of disulfiram alcohol reaction, and its treatment. 
Patient was advised to be follow up in the outpatient clinic once in 
every 15 days for 2 to 3 visits initially; later the frequency may be 
restricted to once in a month or two. 


One of the oldest and time-tested treatments for 
alcoholism 


Sometimes incorrectly referred to as an “aversive 
agent.” 

Dose: 250 mg/day (oral) in majority of cases; 500 
mg/day in some cases 

interferes with Alcohol Metabolism 


Rationale for disulfiram use 


> Disulfiram is used as an aid in the management of alcohol 
dependent individuals who want to remain in a state of 
sobriety, but are unable to maintain an abstinent state 


+ {t acts as a deterrent and helps in delaying the decision to 
drink if motivation reduces temporarily 


Alcohol Pharmacokinetics: Metabolism 
Alcohol Metabolism In the second step of the metabolic reaction, 
—— | acetaldehyde is converted to acetate by the 
enzyme aldehyde dehydrogenase. Under normal 
= <> circumstances, acetaldehyde is metabolized very 
| a rapidly and usually does not accumulate or 
interfere with normal functioning. However, 
when large amounts of alcohol are consumed, 
accumulation of acetaldehyde may cause 


symptoms like headache, gastritis, nausea, 
dizziness collectively called a hangover. 


This is also the basis for the use of disulfiram in 
the treatment of alcoholism. It acts by inhibition 
of aldehyde dehydrogenase resulting in the 
accumulation of acetaldehyde and the associated 
symptoms make the drinking episode a very 
aversive one. 
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Alcohol Metabolism 


> (XI « » ED 


~ Disulfiram 
inhibits... 


aa 


The Disulfiram-Ethanol Reaction 
(DER) 


Flushing, throbbing headache, vertigo, blurred vision, 
Chest pain, palpitation, tachycardia, hypotension, syncope, 
Dyspnea, hyperventilation, 
Nausea, vomiting, 
Aldehyde Sweating, thirst, 
dehydrogenase marked uneasiness, weakness, and confusion. 
Severe reactions: may be respiratory depression, 


ala cardiovascular collapse, arrhythmias. myocardial infarction, 
Disulfiram acute congestive heart failure unconsciousness, convulsions, 


gp. , d death. 
inhibits ; has 


pate ee Reaction Diliman carers 


— 


: 9S ae ES 

The intensity of the reaction varies 

Generally proportional to the amounts of disulfiram and 

alcohol ingested , : 

BAC:- Significant: 
Mild reactions: 5 to 10 mg/100 mL 
Symptoms fully developed: 50 mg/100 mL 
Unconsciousness: 125 to 150 mg/100 mL x 

‘ . : Psychosis 
The duration of the reaction: 30 to 60 minutes, to several 


hours in the more severe cases, or as long as there is 
alcohol in the blood. 


May occur up to 2 weeks after last dose of disulfiram 


Mild: headache, drowsiness, restlessness, skin rash, 
acne, garlic-like aftertaste. 


Peripheral Neuropathy 
Reversible Liver dysfunction 


Disulfiram WARNINGS 


The patient must be fully informed of the disulfiram- 
alcohol reaction. 
He must be strongly cautioned against 

Surreptitious drinking while taking the drug 

Taking alcohol in disguised forms, i.e. 

® Sauces 

@ Vinegors 

® Cough mixtures 

® Aftershave lotions 
He should also be warned that reactions may occur 
with alcohol up to 14 days after ingesting disulfiram. 
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Disulfiram Contraindications Patients who are receiving or have recently 


received metronidazole, paraldehyde, alcohol, or 
alcohol-containing preparations, 


Patients who are receiving or have recently received 
alcohol, or alcohol-containing Preparations, 


Presence of psychoses, dementia and hypersensitivity 
to disulfiram, advanced liver disease, severe 
myocardial disease or coronary occlusion 

Inability to understand implications of therapy 


Pregnancy (1 trimester) is only absolute 
contraindication 


Disulfiram — practical issues Disulfiram — practical issues 


Preferably start in in-patient setting 


Ensure full patient motivation for COMPLETE Follow-up: initial — every 2 weeks, later every 
ABSTINENCE 


month, then every 2 months... 


. Supervised administration is preferred 


> Involve family / colleague / supervisor 
= Educate patient and others 


Monitor: 


© Motivation and abstinence 
Obtain informed consent & Supervision and compliance 


Give patient a “Disulfiram-card” to carry & Side-effects (clinical and laboratory-LFT) 


© 2 DER in ward 


Sample Disulfiram consent form Ma nagement of DER 


By accepting disulfiram tala § I acknowledge the need for assistance © DER warrants in patient treatment 

in solving a drinking problem. I also understand that, with my full wee 

cooperation in this , Lam most likely to achieve successful © Priority: Control of fall in blood pressure 

— 3 a been exp! oe es —— understand the —— = 

wi ram can jer ould consume even a small amoun oy AAs 4 - 7 
of alcohol in any ee symptoms include flushing, nausea, © Mild DER: Assurance, observation and oral fluids 
vomiting, thirst, low blood pressure, and possible convulsions. I 7 P 
understand the this reaction may occur up to 2 weeks after I 2 Moderate or severe DER: intravenous fluids and 
discontinue disulfiram. It has also been explained to me that the safe me 3 

use of this drug in preg has not been established. I understand dopamine infusion 

that sexually active women taking disulfiram should be practicing a 

medically effective, reliable method of birth control. I understand that 

if I were to become pregnant, it is recommended that I terminate 

disulfiram therapy. 


Patient Physician 


Witness: Date: 


Duration of disulfiram therapy 


Usually disulfiram therapy should be continued for a period of 
6 to 9 months 


& Patient feels confident to abstain from alcohol without the need for 
treatment for the same, Ma theont NICHE W =a 


© Risk for relapse has been reduced and patient is rehabilitated. 


Introduce Deterrent Therapy 
—— 


However, in some patients, the therapy would have to continue 
for a longer period of time 
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Frequently Asked Questions 
‘ORE ac RRR eg Es 


Can Disulfiram be given surreptitiously to 
patient? 


Do deaths occur with Disulfiram? 


Do I need to stop Disulfiram during fever, 
diarrhea, etc? 


tam having weakness after starting Disulfiram. 
Should | stop it? 


Frequently Asked Questions 


| was addicted to whiskey before starting 
Disulfiram. Is it safe now to consume beer on 
Disulfiram? 


Can Disulfiram be administered to a person who 
is intoxicated with alcohol? 


Thank You 


The answer to all of the above questions is No. 
The presenter should refer to the manual on long 
term pharmacotherapy for detailed response 


The answer to question no. 5 and 6 is No. The 
presenter should refer to the manual on long term 
pharmacotherapy for detailed response 
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Long Term Pharmacotherapy for Alcohol Dependence: 
Anti-Craving medications 


Objectives 


e To familiarise the participants to various medications which can be used for long- 
term treatment of alcohol dependence as anti-craving medications 


¢ To facilitate participants' learning about clinical decision making regarding choice 
of medications for long-term treatment of alcohol dependence. 


Material and method: this session would require about 60-90 minutes, to be conducted 
with the aid of flip-charts / white-board and markers and PowerPoint presentation. 


Steps 


In this session the discussion moves forward along with the PowerPoint presentation 


Highlights of the presentation: 


Algorithm for treatment of alcohol dependence 
Overview of craving 


Different neuro-chemical substances involved in neuro-biology of 
alcoholism 


Anti-craving medications (pharmacology, dosing, side effects) 
Naltrexone 
Acamprosate 
Baclofen 
Topiramate 
Ondansetron 
SSRIs 
Role of combinations of medications 


Training on Substance Use Disorders: A Module for Facilitators 89 


Presentation: Long Term Pharmacotherapy for 
Alcohol Dependence: Anti-Craving agents 


Anti Craving agents 


peteanesancasoscg 


‘Myth or Reality ? 


Generate a discussion on this issue. 


Does taking medications for a condition on long- 
term basis you are still sick? How valid is the 
perception that taking medications means 
‘incomplete recovery'? 


Complete Recovery means a medication-free 
state 


_. True or False? Conclude that Alcohol dependence is a chronic 
relapsing disorder and Prevention of relapse is a 
major challenge. Thus, it is perfectly legitimate to 


use pharmacological agents to improve the outcome. 


Treatment of Alcoholism In these slides, with the help of this flow chart, 
quickly recap the steps involved in the treatment 
of alcohol dependence. Specify that there is / was 
a special session on Deterrent approach 
(disulfiram). This session would focus on anti- 
craving approach. 


Assessment 


Detoxification 


Long-term 


Deterrence Anti-Craving 


Treatment of Alcoholism 


Long-term 


Deterrence Anti-Craving 
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What is craving? 


JCraving: Strong urge or desire 


Developing 
Aicoholuse => denendence 


a ary 


r: Neurochemical systems 


Dopamine Neuron GABA 
Neur 


REWARD 
° 


) 
“ aS 
GABA Inhibitory Feedback 


Neurotransmitters and Alcohol Dependence 


Opioids 
Glutamate 
GABA 
Serotonin 


Neurotransmitters and Alcohol Dependence 


Opioids é Naltrexone { 


utamate 
GABA 
Serotonin 


Generate some discussion on this issue. Specify 
that craving is understood as strong urge or desire 
to take alcohol. 


Also highlight the importance of craving in 
relapse 


Mention that this is a schematic representation of 
Neurochemical systems involved in neurobiology 
of effects of Alcohol. (Note: Since the groups is 
likely to be composed on non-specialists, it is not 
advisable to go in details.) The general impression 
created should be that neurochemical 
mechanisms of alcohol effects are complex and 
involve multiple chemicals. Thus, medications 
acting on multiple systems could be effective in 
modifying this system and thus reduce the risk 
of relapse. 


Specify that most of the anti-craving medications 
you are going to discuss act on one or more of 
these neuro transmitter systems. 
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Kehreione , pr at 


Opioid antagonist 
Oral 50 mg tablets 
Role in Alcohol Dependence: 
OQ Decreases alcohol craving, rate of relapse, and 
length of drinking episodes 
2 Studies combined medication with psychosocial 
supports 


| Naltrexone: Basic science 


: 


| Alcohol affects the production, 
release, and activity of opioid 
peptides 


) Opioid ides mediate some 
| of alcohol’s rewarding effects 


Be el 


Embellished from Gianoulakis 1998 | Opioid men nists suppress 
icohol-ind reward i 


{ 
; 


(Naltrexone: Clinical science 


—i Naltrexone 50 mg/day: 

Identification of the 
alcoholic subgroup (those 
with biological risk) most 
responsive to naltrexone 


is an important scientific 
goal 
Genetic high-risk / FH+ 
__ individuals are more responsive 
to naltrexone treatment 


No. of Weeks Receiving Medication 
= Placebo > Natraxone 


From Volpicelli etal 1992 


| Naltrexone: Side-Effects 


_j Nausea 


| Headache 


1 Anxiety 


.! Sedation 


Insensitive to opioid analgesia 


_ Hepatotoxicity (LFT should be monitored) 


Naltrexone appears to block alcohol-induced 
dopamine release in the nucleus accumbens, 
resulting in decreased pleasure and a decrease in 
alcohol intake. It may also work by increasing 
some of the aversive effects of alcohol, such as 
nausea and vomiting. 


| Naltrexone: Mechanism of Action 


_iReduces craving thereby reinforcement 
_1 Thus prevents relapse 


) Lapse to ) Pleasure of fe 
alcohol use drinking \ 


_ Continued _ 


drinking 


There is some indication that those with a family 
history of alcoholism respond better to naltrexone 
treatment. Though, our clinical experience 
suggests that even those without a family history 
may also benefit from naltrexone. 


For those with comorbid opioid dependence (and 
in whom naltrexone treatment is being considered 
anyway), it would be the anti-craving medication 
of choice. 


Specify that most side effects are minor, transient 
in nature and experienced by a minority of 
patients. Stress upon the importance of 
monitoring of LFT. 
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|Neurotransmitters and Alcohol Dependence 


Opioids 
Glutamate 
GABA Acamprosate 


Serotonin 


Acamprosate: Advantages 


—1Excreted by the kidneys 


Mild side effect profile 


Good documented efficacy 


Acamprosate: Basic science 


, Excitatory 
neurotransmitter 

: NMDA contributes to 
alcohol's many effects 
_  CINMDA antagonist, 

porns Neel eS 

the intensity Sst= 

craving on osure to 


high-risk drinki 
situations 


Acamprosate: Clinical science 


Poorly absorbed with a bioavailability of 
approx. 10% 

“Excreted unmetabolized; therefore no risk of 
hepatotoxicity 

= Should be used with caution in individuals with 
renal impairment 

“Few adverse events; diarrhea is the most 
frequent 

Dose: 666 mg thrice a day 

Can be used with other alcoholism medications 

such as Naltrexone or Disulfiram 


ee 


Acamprosate works on both the systems - 
Glutamate and GABA 


The fact that this is excreted by kidneys make it 
very useful since many alcohol dependent 
patients have impaired liver function (in whom 
naltrexone and disulfiram cannot be used). 


Acamprosate is believed to suppress conditioned 
cue responses to alcohol, which can occur even 
after prolonged periods of abstinence. Thus it is 
good for those who are likely to relapse following 
exposure to a cue (alcoholic beverages, shops, 
bars). 


Dosing is rather cumbersome with Acamprosate. 
It is available as 333 mg tablets; so patient's have 
to take 2 tablets thrice a day. For patients with 
low body weight (less than 60 kg) dose is 4 tablets 
a day. 
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man ene 
st fA on 


\Neurotransmitters and Alcohol Dependence 


Op ioids 
Glutamate Baclofen 
_IGABA 


_) Serotonin 


| Baclofen: Clinical science 


“_1 Baclofen (p-chlorophenyl-GABA): orally active GABA- 
mimetic agent 

— Selective GABA: receptor agonist 

_ Pharmacokinetics: 

© Completely absorbed-oral administration 

U low levels of liver metabolism (about 15%), 

 Excreted unchanged in urine 

U Plasma half-life- 3-4 hours 


Baclofen: Clinical science 


Dosage: 

Start at 

1 5 mg tds for 3days, then 
-1 10 mg tds 


| increasing as tolerated to 80-100 mg daily (maximum 
used- 270mg) 
| Sustained release also available 


'Baclofen- Side it 


_! Drowsiness | Urinary frequency 
| Weakness | Seizures 


_) Dizziness 1 Allergic reaction 
-| Headache 
1 Nausea Withdrawal symptoms 
| Constipation — Hallucination 
| Hypotension | Agitation 
| Confusion 1 Anxiety 
| Insomnia J Confusion 


+ Delirium 


Baclofen is yet another medication acting on 
Glutamate - GABA systems. 


The problem wit baclofen is that it has to be started 
slowly and then dose has to be gradually built- 
up as shown here. 


Specify that these are expereinced by minority 
and are transient and mild in nature. Suddenly 
stopping it may result in withdrawal symptoms 
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| Baclofen: role in reducing alcohol 


withdrawals? 


~1 Some studies have shown that Baclofen may be 
ed in reducing alcohol withdrawal symptoms as 
we 


| Baclofen in reducing craving for 


alcohol 


~ Preclinical study: Animal models 
O Baclofen, suppresses the acquisition and maintenance of the 
alcohol drinking behavior in rats 
O Acute injection of baclofen blocked the Temporary increase 
in voluntary alcohol intake occurring after a period of 
abstinence 


GABAB receptor in the neural substrate 
mediating alcohol intake and alcohol motivational 
properties. 


— Clinical study: Baclofen (30 mg/day) in alcohol 
dependent patient 
O Reduced alcohol craving & anxiety 
O Significant reduction in the number of drinks per drinking 
day& number of heavy drinking days 


' Baclofen- Advantage 


J Minimal side effect 

— Showed an excellent hepatic safe profile with the 
lack of liver-related side effects in alcohol- 
dependent subjects both with and without liver 
cirrhosis 

— Patients who continued to drink alcohol while being 
treated with baclofen showed no signs of any 
complications 

— No addictive potential 


|Neurotransmitters and Alcohol Dependence 


Opioids 
Glutamate 
_IGABA 


Though serotonin system is postulated to have a 
role in craving, medications acting on this system 
are not very popular anti-craving agents. 
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‘Ondansetron: Clinical science 


An anti-nausea agent 

Ondansetron, reduces the positive 
subjective effects associated with abuse 
liability of alcohol 

_) Ondansetron also reduces preference for 
high alcohol doses 

Dose: 4 mcg / kg/ BD 

_) Side effects: Malaise, fatigue, dizziness 


an Oe 


| SSRIs: Clinical science 


_iWeak evidence of efficacy 

May be tried in patients with comorbid 
sychiatric illness where SSRIs are 

indicated 


[Other agent: Topiramate 


—) An anticonvulsant : 
—| Mechanism of action poorly known 
_1 Caution with impaired renal or hepatic function 
J Side Effects pe ; 
1 psychomotor slowing, memory problems, fatigue, confusion, and 
somnolence. 
2 Paresthesias 
A Weight loss 
O Kidney stone and Glaucoma - rare but serious 
1 Decreases alcohol craving 


1 Dose: initially 12.5 -25 mg once or twice a day and the total daily 
dose is increased by 12.5 - 25 mg every week up to 150 mg BD 


Pharmacotherapy: Issues 


All pharmacotherapy should be combined 
with psychosocial interventions 
O Patient education about mech. of action, side 
effects, precautions, likely duration etc. 
QGRelapse prevention 
Supervised therapy as far as possible 
Careful monitoring and follow-up 
Duration: 6 months to one year 


Neurotransmitters and Alcohol Dependence _ 


Opioids 
Glutamate 


In case of topiramate too, dose has to be increased 
gradually and sudden cessation may bring about 


seizures. 
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UDisulfiram or Anticraving drugs: how to 
choose? 


n Loe 8 


Disulfiram Naltrexone Acamprosate / 
Baclofen 


== 


[Role of combinations : 7 


“Many patients, though motivated, to stop 
completely, complain of craving 
Craving: 
“Can be a cause for relapse — 
UCan be a distressing symptom 
Thus most patients on Disulfiram can also 
be put concurrently on anti-craving agents 


/ Alcohol 


dependence 


Assessment 


Motivated ? Motivation 


Supervision Significant : doubtful? 


? 
possible? ome : Risk of DER? 


It is important to remember that craving itself can 
be a distressing symptom which merits treatment. 
Even if the patient is likely to remain abstinent 
on disulfiram, and motivation appears to be good, 
anti-craving agents can play important role in 
reducing the distress associated with craving. 


This flow chart can guide us in choosing between 
disulfiram alone, combining it with anti-craving 
or anti-craving alone. 
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Opioid dependence: Detoxification 


Objectives 


* To familiarise the participants to steps involved in detoxification (Withdrawal 
management) in cases of Opioid dependence 


Material and method: this session would require about 60-90 minutes, to be conducted 
with the aid of flip-charts / white-board and markers and PowerPoint presentation. 


Steps 


In this session the discussion moves forward along with the PowerPoint presentation 


Highlights of the presentation: 


Detoxification and various settings in which it can be conducted 
Goals of detoxification 


Practice Guidelines for detoxification 


o Standard approach (using opioid agonists) 
o Using clonidine 


o Ultra Rapid detoxification (just for information) 
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Presentation: Detoxification in case of 
Opioid Dependence 


Opioid dependence: Detoxification 


Generate discussion on this. Specify that many 
people have this myth and take meaning of term 


detoxification literally (i.e. removal of toxins). The 


Process of removal of toxins from the next slide clarifies the issue. 
body? , 


Admitting a drug dependent person in Indeed the more accurate term would be 
a hospital and giving him nutrition? treatment of withdrawal symptoms. However 
Stopping drug use and providing -C: . : 

erm 
aan fe wdificraveal orienta? t Coe” continues to be popular 
Gradual reduction of drug use by the among lay people and professionals alike. 
patient? 


Introduction 


Detoxification: a process where a 
individual who is physically dependent 


What is detoxification? 


on a drug is taken off the drug either 
abruptly or gradually. 


Purpose: minimize subjective and 
objective discomfort 


Specify that treatment of withdrawal is important 
Introduction but one of the goals of the treatment. Other two 
goals listed here are also important. 
Detoxification: Initial Phase of treatment of 
substance dependence. 
Includes- 
* treatment of withdrawal symptoms. 
# Assessment of health and psychosocial 
complications 
* Building therapeutic relationship. 
Pharmacotherapy has a primary role in this 
phase of treatment. 
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In case of short-acting opioids, option 1, is not 


etioge | and practical at all. 


Gradual reduction of the substance in decreasing 
amounts 
assation, AND : 


ig pharn gically similar to the 
S adent, in particular « 


ts the mechanisms wl 


to alleviate symptoms of withdrawal 


Abrupt total cessation of the primary drug and 
treatment of withdrawal Is a widely accepted me -thod. 


What kind of medications are 
suitable for detoxification? 


Dose of medicines for detoxification 


Depends upon 


According to substance used. 


* Potency, half life 


Severity of dependence 
+ Duration of consumption, route of administration etc 


Concomitant use of other drugs 
Presence of general medical or psychiatric disorder. 


Individual biological and i psychological variables. 


Characteristics of a good agent for 
treatment of opioid withdrawals 

= Treat withdrawals 

= Longer acting 

= Safe 

» Cross tolerance 

» Less dependence potential 

= Easily available 


However once it has been decided to use agonist 


Dose of medicines for detoxification medications for the treatment of withdrawal, 


there is no point in under-dosing the patients. 


Goal , Thus adequate amount of doses which reduces 


Make the experience of : : 5s .8 
withdrawal tolerable rather _ the discomfort and distress is important. 


than suppress all 
symptoms. 


Modify dosage according to 
assessment of withdrawal 
symptoms. 


Least possible amount of medicine for the shortest period of time 


Many people have the myth that detoxification 
Setting can only be conducted in in-patient setting. In fact 
most patients can easily be provided treatment 


Indications for outpatient treatment. of withdrawals in outpatient settings. 
Mild or moderate dependence is 
No previous treatment attempts 


Good social support system 
Absence of significant health damage 
* Geographical proximity 
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Indications for inpatient treatment 
S, multiple drug use 
vious psychopathology 


Factors Influencing Symptom 
severity 


Specific Drug used. 

Total Daily amount used. 
Duration and regularity of use 
Psychological factors 


Signs and Symptoms of opiate withdrawal 


Dysphoria, Restlessness and broken sleep 


Lacrimation, Rhinorrhea,. 
ation 
g, diarrhoea, abdominal cramps, 


“Opening of all holes of the body” 


Rely on objective signs and determine 
severity of withdrawal. 

Identify drug of abuse, dose, duration, route 
of administration and fast dose. 

Monitor vital signs. 

Maintain fluid and electrolyte intake 
Reassure the patient. 

Start appropriate drug treatment. 

Screen urine for illicit drug use (if available) 
Assess and treat associated medical 
problems. 


Opiate Detoxification 


Goals 


* Ridding the body of acute physiological 
dependence, 


* Diminishing pain and discomfort. 


* Treating any medical problems discovered or 
making appropriate referrals. 

» Beginning the process of educating the patient 
about issues related to health and relapse 
prevention 

» Exploring issues such as family, vocational and 
legal problems that may need referral. 


While opioid withdrawals are rarely dangerous 
and fatal (unlike alcohol withdrawals) they can 
be very distressing to the patient. Hence adequate 
symptomatic treatment is the duty of all service 
providers. 
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Pharmacotherapy 


In clinical practice commonly used medications 
are: 

« Buprenorphine 

» Dextropropoxyphene 

Dose: titrated according to clinical 


symptoms. 

* Tab buprenorphine (S/1): 1.2 - 6mg in divided dose 

» Cap Propoxyphene 6-12caps, in 3 divided doses. 
Duration: 7-10 days and to be tapered between 11- 
15 days. . 

Others: Hypnotics, Antidiarrhoeal, NSAIDs 


Typical prescription 


o T. Buprenorphine (0.4 mg) 3-3 - 3 
Or 

o Cap Proxyvon 3-3-3 

o T. Diazepam 5 mg 4 HS 

o T. Brufen 1 SOS 


X 7 days 


Other Approaches 


anergic agonist 


= Muscle aching and ins 


Naltrexone in combination with clonidine: 


Other Approaches 


- ity 
external ear’ for op 


It should be specified that most western 
guidelines do _ not recommend using 
Dextropropoxyphene. In fact this drug is banned 
in many western countries. In India however, the 
long clinical experience with the drug suggests 
that it is clinically useful and safe when used in 
the recommended doses. Note: In Many 
northeastern states of India, Dextropropoxyphene 
is used by injecting route as a drug of abuse. Thus 
clinicians in north eastern states should be careful 
about using the drug for detoxification. 


Specify that the popular brand name used here is 
only for ease and not promotion of a particular 
brand. Also note that this and other common 
brands of Dextropropoxyphene, contain 
acetaminophen which contributes to the analgesic 
effect. 


Clonidine is a rather painful treatment - for the 
patients as well as the therapists. Thus, it should 
not be used in the settings where agonist 
medications like buprenorphine and 
Dextropropoxyphene are available and can be 
used. 


The so called "rapid Detoxification” is practiced 
at some centres but is not recommended routinely. 


This is not recommended; is just for information. 
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Other forms of detoxification 
Ultra Rapid Opioid Detoxification 


Since 1970s: attempts to shorten the 
opiate withdrawal by clonidine and opiate 
antagonists 


Shorten the detoxification process to 6-8 
hours by precipitating withdrawal by 
opioid antagonists under general 
anaesthesia / deep sedation 


Other forms of detoxification 


Ultra Rapid Opioid Detoxification 
Advantages Disadvantages 


Rapidity Morbidity / mortality 


Ethica 
No € 
long-t 


Most Guidelines, do not recommend it / 
recommend it for a selected patient sub-group 


Conclusion 


Detoxification can take place either in the 
inpatient or outpatient settings depending on 
the patient's clinical needs and other 
psychosocial factors. 

An accurate and competent clinical 
assessment is essential when detoxification 
and subsequent treatment plans are 
formulated. 
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Protracted withdrawal 


Management of protracted withdrawal 
takes longer duration 

* Weeks to months 

* Various non pharmacological methods like 


relaxation therapy, CBT may need to be 
used. 


Conclusion 


Opiate withdrawal is not life 
threatening, but uncomfortable 


Achievement of a substance free state 
is preparatory for the more challenging 
but also more rewarding period of 
sustained abstinence. 


Session 4 


Long Term Pharmacological Treatment of Opioid 
Dependence Syndrome - Agonist Maintenance 


Objectives 


¢ To provide the participants’ with the requisite knowledge and understanding on 
the agonist maintenance treatment as a long term pharmacological option for opioid 
dependence. 


Materials and method: 


The session would be conducted in 60 minutes using powerpoint presentations and 
discussion with the participants. The following materials would be required 


e Projector and laptop for powerpoint presentation 
Steps 


° Use the PPT provided for presentation and discussion 


Highlights of the session: 


¢ Basics of opioid dependence syndrome 
¢ Rationale of agonist maintenance treatment 


¢ Guidelines for agonist maintenance treatment 
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LONG TERM PHARMACOLOGICAL 
TREATMENT OF OPIOID DEPENDENCE - 
AGONIST MAINTENANCE 


Long Term 
Pharmacological 
Treatment of 
Opioid 
Dependence - 
Agonist 
maintenance 


ae se Present this suggestive list to again drive home 
eephen oeper PII AgOnishs the point of opiates / opioids, and agonists. 
Pei goizes Semi synthetics: 
~ Morphine Derived from 
- Codeine chemicals in 
opium 
-Diacetyimorphine — 
Heroin 
- Hydromorphone Synthetics 
- Oxycodone » Propoxyphene 
» Methadone 
* Levo-alpha- 
acetyimethadol 
* Buprenorphine 
= Pe L a2! 2; = 


Initial 
ph 


ase 

(Acute) Toxicity 
au 
intoxication] 


Craving / 
desire for 
repeated use 


Long-term 
{chronic} 


™ Tolerance 


Craving / 
desire 


» Consequences 


eee 5 
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A useful way to remember the acute withdrawals 


Opioid Withdrawal Syndrome 
Acute Symptoms of opioids is to remember that they are exactly 
HOURS to DAYS : re, 4 
opposite of acute effects. Since opioids are goo 
* Opening of all holes ! pain-killers, withdrawals are associated with 
¥ Pupillary dilati f ‘ yee y 
: licivalon (a aa pains and aches. Since opioids cause “closure of 
y . 4 . / 
pes ee all holes’, withdrawals cause ‘opening of holes 
¥ Yawning, sweating, chills, gooseflesh 
¥ Stomach cramps, diarrhea, vomiting etc. 


* Aches and Pains, Muscle spasms (“kicking”) 
* Restlessness, anxiety, irritability 


The duration of onset of these withdrawals 
depend upon the duration of effects of opioids, 
the person is taking. A useful guide is to look 
into the frequency of opioid use throughout the 
day. With shorter acting opioids, users need to 
take them multiple times a day. 


In case of heroin, Withdrawals start within 4 - 6 


Opioid Withdrawal Syndrome hours and last upto 10 to 14 days. 


Protracted withdrawals ; 
However, even when the acute withdrawals are 


WEEKS to MONTHS over (within a matter of few days), the users are 
Reco muscle aches onal not totally comfortable. Some symptoms may 
aoa sleep last for many (up to 4 to 6) months. Persistence of 
ie ee eee these symptoms is one of the common causes of 
impotence, anorgasmia ia relapse, seen so frequently in opioid dependence. 


Depressed mood, anhedonia 
Drug craving 


To quickly recap the discussion held earlier on 
treatment of opioid dependence... 


Treatment of opioid dependence 


q 


Assessment | Detoxification . : n - 
orm | ae " : . 


: 
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Detoxification alone... 


* Treatment of withdrawal symptoms 
* Short-term 


* Associated with very high rates of 
relapse 


...hence the need of long-term 
treatment... 


Treatment of opioid dependence 


® Opioid DepeENdence comparison ory Adticion and Ore Coronic ltmesses 
is a chronic, “| 
relapsing disorder ) 
» Should be seen as a } 
‘chronic non- | wo% 
! * 
} 


BOs 07% 


communicable 
disease’ 


Treatment of Opioid Dependence 


| Agonist Maintenance 
' — —— 


+ Buprenorphine / 
Methadone 


at 


* Naltrexone 


' Pharmacological approaches 


Long-term 
(chronic) 


4 Tolerance 


Medications acting 
in multiple ways 


Craving / 
desire 


Consequences 
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This is why opioid dependence is conceptualized 
as a chronic relapsing disorder like many other 
chronic non-communicable diseases. In fact, 
it is a myth that drug addiction is the only 
problem with very high relapse rates; research 
has demonstrated that relapse rates in drug 
dependence are comparable to other chronic 
diseases like Diabetes, Hypertension and 
Asthma. 


Explain here that for OST / Agonist Maintenance, 
one does not need to go through the detoxification 
process. 


Philosophy of Agonist Substitution 


Drugs of abuse: (e.g. Agonist medications: (e.g. 


Heroin) Buprenorphine) 


+ ..legal, safer, 


rehabilitation 


agonist maintenance? 
= Opioid Dependence 
¥ With a long history 
= Priority to Injecting Drug Users 
« Failed attempts at achieving abstinence 
through other means (detoxification) 
= Age > 18 years 
» Informed consent 
* Feasibility to comply with requirements 


What kind of medications are suitable for 
agonist maintenance? 


Ability to control withdrawal symptoms 

Should reduce desire to take illicit drugs 

Minimum side-effects 

Long acting (so that frequent dosing is not required) 
Easy to administer 

Low euphoria — low dependence potential 
Economical 
Easily available 


Explain by giving the example of a child asking 
repeatedly for junk food, which is unhealthy 
and does not sustain satiety for long. If the child 
is already well fed with healthy home cooked 
food, the attraction to junk food would be lower. 
Additionally, even if the child gives in to the 
temptation to have junk food, due to already full 
stomach, the child will not be able to consume the 
junk food in a high quantity (‘cross-tolerance’). 


These criteria are very important and ALL 
the staff must learn them by heart . It must be 
noted that these are the programme criteria for 
National AIDS Control programme. Otherwise 
agonist maintenance or OST is a treatment for 
any Opioid dependent person, injecting or 
otherwise. 


Before showing the full slide, conduct a mind 
mapping on “what should be the characteristics 
of a good maintenance agent ?” 
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Explain that these medications very closely fit the 
description of a good maintenance agent. Out of 
these, Buprenorphine is being most commonly 


* Methadone used in India. (Overall in the world, Methadone 
* Buprenorphine 


Medications suitable for agonist 
maintenance 


sa oe is used more commonly and is the oldest. It is 
= Slow-Release Oral Morphine being launched soon in India. SROM is being 
= Zoplum used at NDDTC, in a few patients, in addition 
to buprenorphine. It would be also useful to talk 
about the opium registry practice of India, to 
drive home the point that the concept of giving 
agonist substances to dependent individuals is not entirely new for India.) After discussing 
this slide, conduct an exercise: Ask participants, “can heroin be used as a maintenance 
agent? What will be the relative advantages and disadvantages?” 


Opioid Agonists 


Explain the concept of agonists giving example 
of a lock and key. 


The sites in the brain, where opioids exert their 

action can be likened to Locks, which could 

ata be opened with the original key - morphine 
(contained in Opium). As soon as the key (the 
triangular protrusion in the red shape) fits in the 

lock (the white triangular void in the blue shape), 


O77 there is the effect of opioids - intoxication - or 
opening of the lock. 

The same lock can however be opened with the 

‘duplicate’ keys, which are not exactly same 

but similar in shape. Refer to the green shape - 

aga different from red shape seen previously - but 

with the similar triangular protrusion. Ask, ‘can 


it open the lock?’. Demonstrate that even when 


C7 heroin occupies the same receptor, it will open 
the lock i.e. result in opioid effects. Thus heroin 


is an agonist at the opioid receptor. 
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Opioid Agonists 


ia poprenorphine 
4 V 
Y 


Heroin vs. Long-Acting Agonists 


Intoxication / High 


Partial vs. Full Opioid Agonist 


Opioia Full Agonist 
Effect (e.g., methadone) 


fo Partial Agonist 
4 (e.g. buprenorphine) 


Antagonist 
(e.g. Naloxone 


Dose of Opioid 


Buprenorphine: Advantages 


¥ Safe: Partial agonist, a ceiling effect above 
which higher doses do not increase activity - 
respiratory depression unlikely 

¥ Safe: Sublingual medication - low activity if 
swallowed, therefore safer around children 

¥ Less euphoria 

/ Lower Street Value: 

/ If used when “high” o in > severe withdrawal 

Jif ised wh 


110 


The same is true for buprenorphine. However, as 
can be seen here it does not fully fit the lock, - 
just to remember that buprenorphine is a partial 
agonist. Hence the level of intoxication with 
buprenorphine is also not as high as other pure 


agonists. 


Explain that as you keep on increasing the dose 
of an ANTAGONIST, it would not make any 
difference. However if you keep on increasing 
the dose of a PURE AGONIST it may lead to 
toxicity > respiratory depression — and death. 
With a partial agonist however, after a certain 
limit (“the ceiling”) there is no increase in the 
effect even with an increase in dose. 


Explain that as you keep on increasing the dose 
of an ANTAGONIST, it would not make any 
difference. However if you keep on increasing 
the dose of a PURE AGONIST it may lead to 
toxicity — respiratory depression — and death. 
With a partial agonist however, after a certain 
limit (“the ceiling”) there is no increase in the 
effect even with an increase in dose. 


Among many advantages of buprenorphine 
the main one is its safety because of its partial 
agonist action. Explained in the next slide using 
a graphic. 
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Explain that various guidelines are available 


Buprenorphine treatment in India: for implementing OST with Buprenorphine. 


Guidelines 


* Many guidelines available (WHO SEARO; NACO; UNODC; Under NACO’s programme, NACO’‘s practice 
NDOTC, AIIMS): 


guidelines are being followed. 


Buprenorphine Maintenance: Buprenorphine Maintenance: 
Guidelines Guidelines 
Phase | Characteristics 


Pre-induction Pre-induction Wait for withdrawals to appear 


Induction If the patient is under intoxication, 


buprenorphine can precipitate 
Maintenance withdrawals ! 
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Buprenorphine Maintenance: 
Guidelines 


Phase | Characteristics 

Pre-induction Wait for withdrawals to appear 

If the patient is under intoxication, 
buprenorphine can precipitate 
withdrawals ! 


Buprenorphine Maintenance: 
Guidelines 


Phase Characteristics 
Pre-induction Wait for withdrawals to appear 
Induction Initiate with 2 mg > observe > reach 
to optimum dose within 3-7 days 
® unaer- Gol 
q medicated patients: 


2) Over-medicated 7 * buprenorphine side effects. 


tients: 


medicated patients: 
. 


Buprenorphine Maintenance: 
Guidelines 


Phase Characteristics 


Pre-induction 
Induction 


Wait for withdrawals to appear 


Initiate with 2 mg > observe > reach 
to optimum dose within 3-7 days 
Continue Optimum dose 

Ensure compliance 

Monitor for drug use 

Rehabilitate / reintegrate 
Discontinuation Only when treatment goals have been 
met! 

May be followed by antagonists 


Maintenance 
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Use this slide to explain the concept of 
Buprenorphine displacing the heroin from. its 
receptors. Give the example of chair and person. 
If there is only one chair in the room the senior 
person has more right to sit on the chair. If the 
junior person is occupying the chair before, upon 
entry of the senior in the room, the senior will 
have to vacate the chair. However, if the senior 1s 
sitting on the chair, he will not move even if the 
junior enters the room. 


Similarly, explain that buprenorphine not only 
has a higher affinity for the receptors as compared 
to heroin, it also sticks to the receptor for a long 
time (slow rate of dissociation) - Seniors, when 
occupy a chair, do not leave the chair easily! 


Buprenorphine Maintenance: 
Guidelines 


Phase Characteristics 


Pre-induction Wait for withdrawals to appear 

Induction Initiate with 2 mg > observe > reach 
to optimum dose within 3-7 days 

1= dose — 2 mg 

Observe for ~ 2 hours 

Additional dose if necessary 


Buprenorphine Maintenance: 
Guidelines 


Phase Characteristics 


Pre-induction Wait for withdrawals to appear 
Induction Initiate with 2 mg > observe > reach 


to optimum dose within 3-7 days 


Maintenance Continue Optimum dose 

Ensure compliance 

Monitor for drug use 

Rehabilitate / reintegrate 

Duration? 

+ Not fixed; months to years 

* Decided by whether the treatment goals have been met 
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Diversion potential: Buprenorphine 


Diversion potential: Buprenorphine 


[Rowe | ret | | Sublingual | 
[Buprenorphine Absorbed? | NO| | Yes | YES | 


© Pt: © ©! 
(No Action) | Doc: @ 


Buprenorphine-Naloxone 
combination 


- hine Buprenorphine + 
ee eee Naloxone sublingual 


Naloxone sublingual 


3 
Gi% bicavalabilty of 
tugeeicyphine + 0% | 
tionality of ralosane 


Training on Substance Use Disorders: A Module for Facilitators 


If taken orally (i.e. if swallowed) Buprenorphine 
will not be absorbed and hence there would be 
no action. 


If injected buprenorphine will be absorbed and 
patient will achieve intoxication, but obviously 
the doctor (or service providers in general) 
would not be happy with it. 


The safest and effective way to administer 
buprenorphine is sublingually. But the risk 
remains of people injecting the sublingual tablet, 
given to them. 


To minimize this risk, the Buprenorphine- 
Naloxone combination has been devised. Taken 
sublingually, only the action of buprenorphine 
will manifest, but if injected, the action of 
naloxone - an antagonist - will also manifest, 
resulting in no further reinforcement to inject the 


tablet. 


Induction 


Methadone: Guidelines 


The aim of induction 
= To start treatment safely and minimise 
the discomfort of the patient 


Induction Dose 


The calculation of the right starting dose should 
take the following factors into account: 

= The right dose varies from person to person 
and from time to time 

= Illicit heroin varies in purity from area to area 
and from time to time 

® The characteristics of the various medications 
vary: e.g. methadone is a long acting opiate 

» Too much medication can be fatal and too little 
is unlikely to be effective. 


= General guideline 


START LOW AND GO SLOW 


Typical reasons for dose 
increase 


9 First week 


Methadone 10 to 20 mg/day X day 1 to day 3 
Methadone 25 mg/day X day 4 to day 6 
Methadone 30 mg/day X day 7 to day 9 


1) Signs and symptoms of withdrawal 
2) Amount and/or frequency of opioid use 


not decreasing 

3) Persistent cravings for opioids 

4) Failure to achieve a dose that blocks 
the euphoria of short acting opioids 


Maximum dose at the end of 1% week < 40 mg/day 


Why dose increase only after 3 days? 


The patient will experience increasing effects from the methadone 
each day (accumulation) 
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Induction 


Stabilisatio 
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Stablisation Dose 


» Western studies: 
¥ Minimum stabilisation dose: 60 mg/day 
¥ Maximum stabilisation dose: 120 mg/day 


= South Asian patients? 
~ Dose requirement likely to be lower 
* Racial / genetic difference 
Difference in ‘habit size’ 
~ Most South Asian patients should do well on 60 — 
80 mg/day 


Need to increase or decrease the 
dose after:stablisation 


Criteria fordoseincreases Criteria for dose decreases 
fonce stable} can include: § = (once stable) can include: 


Stablisation 


* The time needed to properly stabilise 
someone on methadone treatment can 
take up to six weeks or more. 

« Target dose for stabilisation ? 

¥ About 60 mg/day 


* Most patients likely to be comfortable 
around this dose 


Stablisation 


* The stabilization phase can be considered to have 
reached 
~ When the patient feels comfortable throughout 24 hours 
~ With no subjective or objective withdrawal before doses 
~ Experiences no sedation or euphoria after doses. 
Should there be a need to increase or decrease the 
dose after stablisation? 


& under- 
» medicated patients: 


—Over-medicated 
patients 


Properly 
medicated patients: Ham 


World over, multiple research studies have been 
conducted on OST and many benefits have been 
conclusively demonstrated. It must be noted 
that though this is a part of HIV prevention 
programme, the benefits to the society transcend 
much beyond the HIV prevention. Thus, by 
implementing the OST programme we not only 
contribute towards prevention of HIV, but it is 
associated with a host of other benefits to the 


society. 
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OST: current global status 


Opioid substitution therapy present in 


oun 


Buprenorphine treatment in India: 
current status 


= Available as DOTS at: 


¥ Some government institutes 
¥51 NGO centres (with NACO support) 
“5 NGO + government hospitals in Punjab 


MYTH #1: Patients are still 


addicted 


FACT: It is true that a person on OST upon 
missing a dose will experience Withdrawl 
symptoms. However concept of Addiction 


or Dependence Syndrom is much broader 
and may or may not include physical 
dependence. 


¥ Physical dependence on a medication for 
treatment of a medical problem does not 
mean the person is engaging in 
pathologic use and other behaviors. 


OST: current global status 


* Both Buprenorphine and Methadone 


Y Endorsed by the UN system 
/ Listed as ‘essential medications’ by WHO 
Y Are being used in a number of countries 


OST: current global status 


Myths about substitution treatment 


It would be useful to quickly revisit the criteria 
for dependence here. Do patients on OST 
fulfill these criteria? Example of other long- 
term treatments can be cited. A hypertensive 
may also experience discomfort on missing his 
antihypertensive medicines. This does not make 
him suffer from a dependence syndrome. 
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MYTH #2: Buprenorphine is Explain that OST should not be seen as a 


simply a substitute for illegal competitor of illicit opioids. 
drugs 


FACT: Buprenorphine /s a replacement 
medication; it is not simply a substitute 
¥ Buprenorphine is a legally prescribed 
medication, not illegally obtained. 
¥ Buprenorphine is a medication taken 
sublingually, a very safe route of 
administration. 


¥ Buprenorphine allows the person to 
function normally. 


MYTH #3: Providing medication 
alone is sufficient treatment for 
opioid addiction 


Myth # 4: Buprenorphine — 
is a cure for addiction 


FACT 


¥ It is not a cure 


FACT: Buprenorphine is an important 
treatment option. However, the 


complete treatment package must 


. v It is a treatment modality that helps in 
include other elements, as well. repairing the damage caused by opioid 


dependence 


~ Combining pharmacotherapy with counseling 
and other ancillary services increases the 
likelihood of success. 


To conclude... 


= Opioid dependence is a chronic, 
relapsing disorder 
= No single approach is likely to work for 
ALL patients 
¥ Patients must have access to a MENU OF 
OPTIONS to choose from 


= Those with higher public-health risk 
(i.e. IDUs) must receive priority 
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Long Term Pharmacological Treatment of Opioid 
Dependence Syndrome - Antagonist Maintenance 


Objectives 


* To provide the participants’ with the requisite knowledge and understanding 
on the antagonist maintenance treatment as a long term pharmacological option 
for opioid dependence. 


Materials and method: 


The session would be conducted in 60 minutes using powerpoint presentations and 
discussion with the participants. The following materials would be required 


* Projector and laptop for powerpoint presentation 
Steps 


¢ Use the PPT provided for presentation and discussion 


Highlights of the presentation: 


e Pharmacology of Naltrexone 


e Indications of naltrexone in opioid dependence 


Guidelines on use of naltrexone as antagonist treatment 
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LONG TERM TREATMENT FOR OPIOID 
DEPENDENCE - ANTAGONIST THERAPY 


Long term treatment for opioid 
dependence — Antagonist 
. therapy 


= Remind the participants’ of this slide used in 
Treatment of Opioid Dependence the previous section on agonist maintenance for 
opioid dependence. The presenter can inform 


[agnstantnance the participants here that the section would now 


+ Buprenorphine | deal with antagonist treatment. 
Metha 


Naltrexone — Mechanism of action 


* Naltrexone acts as “Antagonist” 
“A drug, which by itself does not produce 
any effect, 
¥ but prevents the action of agonist by 
blocking the receptors 


= Pure p antagonist 


Antagonist treatment — Naltrexone 


* Naltrexone (NTX) synthesized in 1965 
¥ Eliminate drug carving and prevent relapse 
» Approved for this purpose by US FDA in 
1984 
= Approved for treatment of alcohol 
dependence in 1994 


To explain the mechanism of action, inform 
the participants that this is just like fitting a 
key into a lock. Now ask, what happens when 
sometimes you insert a wrong key in the lock? 
Ans: Sometimes the wrong key fails to open the 
lock and on top of it just gets stuck in the lock. So 
that now, even if you have the original key, you 
will not be able to open the lock. 


Opioid 
Antagonists 
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Opioid 
Antagonists 


Opium/, 
Morphine 


Buprenorphine 


Naltrexone — pharmacology 


= Competitive blockade of opioid receptors 
Y Able to displace agonists from the opioid receptor 

» Metabolised by liver 

= Half life sufficient to permit daily dosing 

= Patients do not develop tolerance to NTX 

¥ Not required to increase doses over days/months 


= Requires the patient to be free of 
opioids before administration of 
naltrexone 
“3-7 days for most opioids 
¥ 10 — 14 days for methadone 


OTHERWISE ~ Risk of precipitating 
withdrawals 


Naltrexone: practice guidelines 


* Available as 50 mg tablets 
* Oral administration 
* Appropriate patient selection 
¥ Motivated, educated, professionals 
¥ Strong family support system 
¥ No major complications in occupational/social 
spheres, i.e. homeless, unemployed, etc 
* Compliance 


¥ Supervised administration > involving F/M in 
treatment improves retention in treatment 


Same is true for antagonists like naltrexone. They 
-y not have any effect of their own and block the 
receptor so that agonists fail to produce their 


effects. 


The presenter should explain here that as NTX is 
able to displace opioids from opioid receptor, if 
sufficient gap is not maintained between the last 
opioid use and subsequent NTX administration, 
NTX will precipitate withdrawals. 


Rationale of NTX therapy 


* Drug use is a reinforcing condition 
= Number of cues associated with craving and 
drug seeking behavior 
¥ Environmental 
¥ Emotional state 
Y Physical state 
= Can precipitate conditioned withdrawal and 
craving days to months after stopping opioid 
use > leading to relapse 


Naltrexone breaks this cycle 


Naltrexone: practice guidelines 


= Regimen: 
¥ 50 mg Once / day 
¥ 100 mg / alternate day 
¥ Thrice a week 


* Monday — 100 mg 
¢ Wednesday — 100 mg 
Friday - 150 mo 


* Added advantage: 


¥ Anti-craving agent for alcohol 
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* Steps in initiation 


Naltrexone: practice guidelines 


* Duration of treatment: atleast 6 — 12 
months 
Y Patients would have tried to use opioids on 
naltrexone > no euphoria > extinction of 
drug use behavior 
¥ Learnt to deal with stressors/life events 
without resorting to drug use 


Naltrexone: practice guidelines 


= Naltrexone alone is not sufficient... 


¥ Adjuvant assessment and treatment of 
comorbidities 


¥ Counselling 
¥ Family therapy 
¥ 12 step programs 


= Naltrexone — characteristics 


Once-daly or less frequent oral administration. 
Blocks the .wphoric high of opioids. 
No psychot opic or reinforcing effects. 
Nonaddicting . with no withdrawal symptoms on cessation. 
No increasing | tolerance to its opioid-antagonist actions. 
Absence of sé rious adverse reactions or toxicity, even in long- 
term use. 

+ Essentially no .sbuse potental. 

* No “black mark et” resale value or potential for diversion. 

+ Easy availabilty’ al reasonable cost. 


Training on Substance Use Disorders: A Module for Facilitators 


Naltrexone: practice guidelines 


* Side effects 
¥ Infrequent, minor 
¥ Nausea, gastritis, sleep disturbances, drownsiness, 
skin rashes > disappear within 1 — 2 weeks of 
treatment 
Y ? Elevated liver function tests 


* Product labelling: contraindicated in acute hepatitis and 
liver failure 

* Can be safely administered in minor liver abnormalities 

* Monitor LFT on a quarterly basis 


Naltrexone: practice guidelines 


* Retention is important issue in Naltrexone — 
hindering factors 
¥ No direct relief of unpleasant/protracted 
withdrawal symptoms 
¥ Stopping/skipping NTX doses does not lead to 
withdrawals 
¥ Effect of opioids can be felt within 1-2 days of 
stopping NTX 


Recommended in strongly motivated individuals 
with strong support systems 


To conclude... 


» Opioid dependence is a chronic, relapsing 
disorder 
* No single approach is likely to work for ALL 
patients 
Y Patients must have access to a MENU OF 
OPTIONS to choose from 
» Antagonist therapy is a good option for 
strongly motivated patients with a strong 
support system 
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Demonstration of a case maintained on Buprenorphine a 
Long Term Agonist Treatment for Opioid Dependence 


Objectives 


* To demonstrate to the participants the salient features of a patient who has beer 
maintained on Buprenorphine’ as a long-term pharmacological treatment for 
opioid dependence 


* To discuss with the participants the various management issues related to long 
term agonist maintenance 


Materials and method: 


The session would be conducted in 60 minutes by reading out the Case-sheet of 
patient of opioid dependence maintained on buprenorphine admitted/visiting th 
outpatient facility of the de-addiction centre. It is not necessary for the patient to b 
present during the session. The reading of the case history sheet would be followed b 
discussion by the presenter with the participants. The various features present in th 
history should be used by the presenter to generate a discussion among the participants 


Steps 


¢ Before the session, the presenter must make sure that a detailed history, physica 
and mental status examination of a patient of opioid dependence and currentl 
on Buprenorphine be available with him/her. The presenter must try and choos 
a typical case - cases which are most often seen in a DAC setting: 


Age group 30 - 40 years; male; poor/middle class socioeconomic status; irregular jol 
married; initiated with tobacco/alcohol and progressed to heroin use; Heroin use initiate 
through smoking/chasing route; presence of longer duration of heroin use; presence of majo 
complications in multiple spheres; past history of multiple abstinence attempts; initiate 
on buprenorphine either in current aclmission or since some period of time. 


* The presenter should then ask for a volunteer among the participants to read 
out the case history sheet. CARE SHOULD BE TAKEN TO ENSURE THAT THE 
NAME AND ADDRESS OF THE PATIENT IS NOT DIVULGED. 


After the case history is read out, the presenter must initiate a discussion amon; 
the participants to discuss the following issues: 


'In centres whi i icati ; 
ch use other agonist medications such a:; methadone, the presenter may also demonstrate a cas 


who is maintained on methadone as a long term agonis t maintenance agent for opioid dependence. 
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Salient features of the case, 


Appropriateness of the choice of long term medication in the patient 
Appropriateness of the dose of buprenorphine in the case 
Issues to be addressed in management, and 


Further plan for treatment. 


The presenter must end the session by asking the participants whether they 


would be confident in treating similar cases with buprenorphine 
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Demonstration of a case maintained on Naltrexone as Long 
Term Antagonist Treatment for Opioid Dependence 


Objectives 
* To demonstrate to the participants the salient features of a patient who has been 
maintained on Naltrexone as a long-term pharmacological treatment for opioid 
dependence 


* To discuss with the participants the various management issues related to 
Naltrexone maintenance. 


Materials and method: 


The session would be conducted in 60 minutes by reading out the Case-sheet of 
a patient of opioid dependence maintained on Naltrexone admitted/visiting the 
outpatient facility of the de-addiction centre. It is not necessary for the patient to be 
present during the session. The reading of the case history sheet would be followed by 
discussion by the presenter with the participants. The various features present in the 
history should be used by the presenter to generate a discussion among the participants. 


Steps 


¢ Before the session, the presenter must make sure that a detailed history, physical 
and mental status examination of a patient of opioid dependence and currently 
on Naltrexone be available with him/her. The presenter must try and choose a 
typical case - cases which are most often seen in a DAC setting: 


Age group 30 — 40 years; male; middle class socioeconomic status; regular job; married; 
initiated with tobaccofalcohol and progressed to heroin use; Heroin use initiated through 
smoking/chasing route; presence of shorter duration of heroin use; presence of minor 
complications in some spheres; initiated on Naltrexone either in current admission or since 
some period of time. 


* The presenter should then ask for a volunteer among the participants to read 
out the case history sheet. CARE SHOULD BE TAKEN TO ENSURE THAT THE 
NAME AND ADDRESS OF THE PATIENT IS NOT DIVULGED. 


After the case history is read out, the presenter must initiate a discussion among 
the participants to discuss the following issues: 


o Salient features of the case, 


o Appropriateness of the choice of long term medication in the patient 
0 Issues to be addressed in management, and 


o Further plan for treatment. 


The presenter must end the session by asking the participants whether they 
would be confident in treating similar cases with Naltrexone. 
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Management of multiple substance use 


Objectives 


To provide the participants with knowledge on management of multiple 
substance use 


Materials and method: 


The session would be conducted in 60 minutes using powerpoint presentations 
and discussion with the participants. The following materials would be required 


Projector and laptop for powerpoint presentation 


Steps 


* Use the PPT provided for presentation and discussion 


Highlights of the presentation: 


e Pattern of use of multiple substances 


e Diagnosing polysubstance dependence 


e Management issues in multiple substance use disorder 


a) 
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(NN) MANAGEMENT OF MULTIPLE SUBSTANCE USE Ss ala 


MANAGEMENT OF 
MULTIPLE SUBSTANCE 


Multiple substance use - patterns 


- Different pattern of multiple substance use seen 


Multiple substance use — how common is it? 


Treatment Episode Data Set, 2009: data on >700,000 individuals admitted for 


substance use in USA 
‘Substances of Abuse. 2000 


Multiple substance use — why is it important? 
“Complicated picture at presentation 
- Withdrawals symptoms of different substances can be 
confusing 
- Attribution of complications to different substances 


- Physical problems can be additive with multiple 
substances 


Increased chances of intoxication related 
complications 
- Interactions between multiple substances and additive 


dosage of different substances increase the probability of 
the overdose related problems 


Introduction 


. Use of more than one substance very common in 
most of the patients of substance dependence 
- Multiple substance use is rule rather than exception 


. Most commonly implicated substances: tobacco 
and alcohol 


- Patients with multiple substance use are very 
difficult to manage and retain on treatment 


Polysubstance dependence — definition 


- DSM IV definition 
- Use of three or more substance indiscriminately 


- No preference to a specific substance of use 


- Meets the criteria for dependence when all the 
substances are taken into consideration as a group, but 
DOES NOT meet the criteria for dependence on a 
single substance 


- Excludes simultaneous use of nicotine or caffeine 


Multiple substance use — how common is it? 


Indian studies 
- National Household survey, 2004: 


- 22 — 66% were polydrug users (Here, Polydrug users 
was used to denote multiple substance use) 


Multiple substance use — why is it important? 
«Treatment 
» Different medications required to treat individual 
substance related withdrawals 


Outcome and relapse 


- Increased chances of relapse on both drugs, if the patient 
Starts using one of the drugs 
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Reason for multiple drug abuse 


Pharmacological effects 
«Potentiation 
Drugs may be taken to 


* Acute intake of alcohol and benzodiazepines 

increases risk of overdose/respiratory depression 

*Acute intake of alcohol and cannabis increases 

+Potentiate the effect of other drugs, in co-ordination, CNS depression and risk of 
For different quality of effects 


accidents 
*To substitute another drug etc. (e.g. 


*Acute intake of alcohol and opioids leads to 
we . ; tentiati i 
okie’ arid baveodiazanines| see neg of acute effects and increased risk of 


Management: Casualty setting 


It is particularly important to look for multiple drug 
use in patients presenting to casualty with drug ‘Diagnosis for abuse/dependence for each 
overdose, drug withdrawals, psychosis, states of substance should be listed separately 
confusion 
Symptoms may be unclear e.g. changes in vital *Poly-substance dependence is a category that 
signs, papillary signs includes those who do not meet criteria for 
«Duration of respiratory depression will depend on dependence on any drug 
the drug with longer half life 
There may also be increased nsk of health 
damage such as risk of hepatic damage in 
concomitant use of alcohol and benzodiazepines 


Diagnosis 


Laboratory Assessment 
» Routine Blood Examination 


Treatment 


- Treatment of overdose of CNS depressant 


- Supportive management (ABC) 

- Naloxone if opioid also used (0.4 mg IM or IV every 5 
minutes for 15 min and then every several hrs as 
needed) 


- Benzodiazepine antagonist Flumazenil (1mg IV over 1-3 
minutes, repeat in 20-30 min) 


Treatment of withdrawals 
Treatment of dependence 


«CNS depressants such as alcohol and 
“Treatment of withdrawals to each benzodiazepine 
substance separately & Treat withdrawals with long acting 
«General principles of psychosocial benzodiazepines such as diazepam in adequate 
intervention and rehabilitation dose to take care of withdrawals due to both and 
then taper dose by 10% every day 
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Treatment of withdrawals 


Treatment: long term management 


- Patient educated about the risks of multiple substance 
use simultaneously, including overdose and how to 


“Opioids and CNS depressant such as alcohol or 
benzodiazepine dependence 


- Stabilize on opioids and long acting BZD 

- Taper long acting BZD followed by tapering of opioids 

- Motivation enhancement therapy for enhancing motivation 
to quit all substances 

’ Ratapae prevonacn sessions to focus on reasons for use 
of multiple substances, and teach patients strategies on 
how to deal with the specific reasons 


Conclusion 


e Management of multiple substance use is 
challenging 


e Basic principles of treatment of substance 
use disorder should be followed in each case 


e Patients must be educated on risks, including 
overdose prevention and basic management 
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Role of laboratory services in drug dependence 
treatment 


Objectives 


* To develop participants’ understanding on various types of investigations for 


drug treatment 


To provide the participants with an understanding on screening techniques in 
drug assessment 


Materials and method: 


The session would be conducted using powerpoint presentations and discussion with the 
participants. The following materials would be required 


Projector and laptop for powerpoint presentation 


Steps 


¢ Use the PPT provided for presentation and discussion 


Highlights of the session: 


e Role and purpose of laboratory services 


e Samples for drug screening 


e Screening techniques 


e Description of screening techniques 


\o 
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Role of Laboratory Services In Drug 
Dependence Treatment 


Role of Laboratory Services in 
Drug Dependence Treatment 


LABORATORY SERVICES — TYPES 


* Two broad types 


— Assessment of damage caused by drugs 


* Biochemical profile: Liver function test, Lipid profile, Renal 
function test 


* Haematological profile: Complete haemogram 


— Confirmation of drugs in body fluid 
* Also called as Drug Screening 


PRECAUTIONS IN SAMPLE COLLECTION 


Close supervision 

Proper labeling 

Hot water should not be available at collection 
site 

Urinary temperature should approximate normal 
body temperature 

Proper sealing 

Transportation under custody 


SELECTION OF ANALYTICAL METHODOLOGY 


Cost 

Workload 

Turn around time 
Sensitivity required 
Reliability 


PURPOSE OF LABORATORY SERVICES 


* Confirm clinical history of drug intake 

* Monitor progress following treatment 

* Treatment compliance 

* Assessment of overall health status of drug dependents 
* Clarification of medico-legal problems 

* To assist law enforcement 


* Promote pharmacokinetic and metabolic research 


SAMPLES FOR DRUG SCREENING 


Biological fluids: 
— Blood, Urine, Saliva, Sweat 
— Urine is the most preferred fluid 


STORAGE OF URINE SAMPLE 


* Common adulterants in urine sample 


— Table salt, Caustic soda, Liquid soap, Orange/apple 
juice, Lime juice, Vinegar, Bleaching powder 


* Storage of sample 


— Storage under -20° C temperature is 
recommended 


SCREENING TECHNIQUES 


Immunoassays: 
- Radioimmunoassay (RIA) 


- Enzyme immunoassay (EIA) 


- Florescence polarization immunoassay (FPIA) 


Chromatography: 
- Thin layer chromatography (TLC) 
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CONFIRMATORY TECHNIQUES PRINCIPILE OF IMMUNOASSAYS 


* Gas liquid chromatography (GLC) Competition between the labeled drug & unlabled 


* High pressure liquid chromatography (HPLC) drug to bind to its binding sites 

* Gas chromatography-mass spectrometry (GC- 
Ms) Ab + d* +d => Abd* + Abd 

Ab= Antibody, d* = Labeled drug 


d= unlabled drug 


Rapid Onsite Morphine/Opiates Urine Ca 
ADVANTAGES OF IMMUNOLOGICAL ASSAYS ; si aaa 


No sample preparation 

Ease of operation 

Rapid analysis 

Highly sensitive 

Detection limit: 0.001- 0.1 pg/ml 
Qualitative and quantitative estimation 


URINE DIPSTICK ONSITE TESTS/CASSETTE URINE DIPSTICK ONSITE TESTS/CASSETTE 


Cost per test: Rs. 45-50 

Storage and Stability of Kit * Specificity (Cross-reactivity) 
Room temperature (15-30°C) Y Codeine, 

Specimen collection 


= Limitations 


¥ Ethylmorphine 
Urine specimen to be collected in clean container 
Specimens may be kept at room temperature 
(15-30°C ) for 8 hrs, at 2-8°C for up to 3days and at 
-20°C or lower for long term storage 


¥ Hydromorphine 
¥ Mepridine 
Y Oxycodone 
¥ Nalorphine 


URINE DIPSTICK ONSITE TESTS/CASSETTE URINE DIPSTICK ONSITE TESTS / CASSETTE 


Precautions Recommended manufactures: 
Not to open the sealed pouch, unless ready to Calbiotech Inc. USA Son 
conduct assay Cliawaived Inc. USA (www.cliawaived.com) 
Do not use expired devices Alfa Scientific Designs, Inc, USA 


i j ‘ www.alfascientific.com 
Dispose of all specimens and used assay material { ) 
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LIMITATIONS OF IMMUNOLOGICAL ASSAYS WHY DO SAMPLE PREPARATION 


Remove interfering material 
Remove particulates 
Concentrate solute of interest 
Enhance sensitivity 


* High reagent costs 
* Specificity for a drug is not absolute 
* Moderate equipment cost 


THIN LAYER CHROMATOGRAPHY THIN LAYER CHROMATOGRAPHY(TLC) 


* TLC system consists of: 
- Extraction 
- Concentration 
- Activation 
Stationary : 
Phase - Spotting 
Distance traveled by the solute in time t - Development 


Two phases 


F ’ Distance traveled by the solvent in time t - Visualization 


TLC PLATE 
THIN LAYER CHROMATOGRAPHY 


URINE EXTRACTION ELUATE CONCENTRATE DEVELOPMENT DRIED yisuALIZE DEVELOPED 
PLATE spoT 


ADVANTAGES OF TLC TECHNIQUES GAS CHROMATOGRAPHY PROCEDURE (GLC) 


Simple * Extraction of drug 
Comprehensive * Concentration of extract 


Inexpensive * Injection into gas chromatograph with or 
Fairly rapid without derivatization 


Fair degree of specificity Detection of separated compound 
Detection limit 0.5 pg/ml 
Identification based on R, value 
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SCHEMATIC DIAGRAM OF 
GAS CHROMATOGRAPHY Gas Chromatography 


injector 
Flow : 
controller 


Recorder 


Column oven 
Camer gas 


HIGH PRESSURE LIQUID CHROMATOGRAP. 
FEATURES OF GLC HY (HPLC) 


Moderate equipment cost * High pressure 
Low reagent cost 

One sample at a time 

Identification based on retention time 
Detection limit - 0.1ug/ml 
Confirmation technique 

Quantitation technique 

High technologist skill required 


* Thermally labile and highly polar compounds 


* Quantitative use 
* High sensitivity 


FEATURES OF HPLC 


Moderate equipment cost 

Moderate reagent cost 

One sample at a time 

Multiple drugs simultaneously 
Identification based on retention time 
Analysis time is less than an hour 
Resolution is high 

Confirmation & quantitation technique 
Detection limit 0.1pg/ml 

High technologist skill required 


CHROMATOGRAM 


BLOCK DIAGRAM OF THE ESSENTIAL COMPONENTS OF HPLC SYSTEM 


SEPARATION OF SAMPLE MIXTURE IN GC-MS 


| 
ei es 


A frre “ 


A+B+C+B CHROMATOGRAM SPECTRA 


GLC-MASS SPECTROMETRY 
(GC-MS) 


* Rapid, sensitive & specific 
Unknown samples 
Drug & their metabolites 


Diagnosis of overdose 
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PERTINENT CLINICAL INFORMATION REQUIRED FOR 
FEATURES OF GC/MS DRUG ABUSE SCREENING 


Suspected drug abused 

Route of administration 

Quantity of consumption 
Frequency of use in last 72 hr 
Time of collection from last intake 
Medication prescribed 


Low reagent cost 

Very high equipment cost 

One sample at a time 

Multiple drugs simultaneously 
Detection limit -0.0001-0.1 g/ml 
Very high technologist skill needed 
Confirmation needed 


FACTORS AFFECTING INTERPRETATION OF RESULTS 
METHODS FOR ESTIMATION OF ALCOHOL 


Sample collection 
Storage of samples 


Breath: Breath analyser 


Urine: Dipstick test & GLC er 
Blood: GLC nalytical issues 


Quality control 
Technical staff 
Interaction with clinical staff 


Chemical reduction of acid dichromate 
Enzymatic oxidation by alcohol dehydrogenase 


OTHER ISSUES OTHER ISSUES 


Quality Assurance and Quality Control 


Reference Drug Standards 
® This includes all aspects of the testing process: - 


® Specimen acquisition 

® Chain of custody 

® Screening & confirmation of analytical procedures 
© Reporting of results 


OTHER ISSUES 


Limitations of Drug Testing 


Drug testing does not provide any information about route 
of administration, quantity, frequency and when the drug 


was taken. 


By and large, it indicates recent drug use. 


The parent compound is detected in its metabolic by- 
product form and free drug is excreted in urine in low 
quantities. 


False positive results have also been an issue for drug 
testing programs like dietary poppy seeds can give strong 
positive results for urinary opiates for several days. 


Cut Off Values: Screening And Confirmation 
Interpretation of Test Results 

Record keeping 

Safety Guidelines 

Communication with the laboratory 

Clinical Audit 


SUMMARY 


The establishment of a well-equipped 
laboratory is a prerequisite requirement for 
any hospital-offering Drug - Dependence 
Treatment services. 


Laboratory plays an important role in the 
assessment and clinical management of 
patient’s drug problem. 
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Day 5 


Injecting Drug Use, HIV and Harm Reduction 


Objectives 


* To familiarise the participants with role and importance of Injecting Drug Use 


(IDU) in the HIV epidemic in India 


To facilitate an attitudinal shift towards accepting Harm Reduction as a viable 
concept 


To familiarise them with the Harm reduction component of the National AIDS 
Control Programme 


Material and method: this session would require about 60-90 minutes, to be conducted 
with the aid of flip-charts / white-board and markers and PowerPoint presentation. 


Steps 


In this setssion the discussion moves forward along with the PowerPoint presentation 


Highlights of the Presentationt: 
HIV Epidemic in India and the role of Injecting Drug Use 


Harms associated with drug use 

Concept of hierarchy of harms 

Harm Reduction as an approach to deal with Drug Use and related problems 
Harm Reduction in National AIDS Control Programme 


Roles, a doctor working with Government health facilities could play 
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Presentation: Injecting Drug Use, HIV and 
Harm Reduction 


Injecting DrugUse and 
Associated Harms including 
HIV 


Note: Depending upon when this presentation is 
being used, the figures may have changed. 


HIV Situation in India 


» First case reported - 1986 

» Present across all states, genders, age- 
groups and areas (urban, rural, tribal) 

» Current scenario 


Adult HIV prevalence 


HIV Epidemic: classification 


» Generalized epidemic 


Prevalence of > 1% in general population (reflected 
in HIV prevalence amongst pregnant mothers) 


» Concentrated Epidemic 


Prevalence <1% amongst general population but 
>5% amongst High Risk Groups 


» Low-level Epidemic 


Prevalence <1% amongst general population and 
<5% amongst High Risk Groups 


HIV Epidemic: classification Specify that most parts of India (and the country 
Generallved @peiemic as a whole) have concentrated HIV epidemic. 


Prevalence of > 1% in general population (ref 


in HIV prevalence amongst pregnant mothers There are some states with a generalized 
epidemic. 


Concentrated Epidemic 


amongst general populatio 
mongst High Risk Groups 


Low-level Epidemic 


Prevalence <1% amongst general population 
5% amongst High Risk Groups 
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Where does the Priority Lie? 


Epidemic concentrated among groups with high risk behaviors — High Risk Groups 


The need, therefore is to actively control HIV/AIDS by “intervening 
with these target groups which are at increased risk 


IDU: Extent of the Problem 


» National Estimates (IDU expert group, 2005) 
Male IDU: 96,463 to 189,729 
Female IDU: 10,055 to 33,392 


» Recent Mapping exercise: 1.77 lakhs (2009) 


ae 


Cea SL 
Mizoram 15,500 Delhi 9,605 
Tamil Nadu 


: ignificant IDU populatior 


Specify here that though IDU appears as a small 
minority here, it is a much more efficient route 
of transmission as compared to the sexual route. 


The slide highlights the concentrated nature of 
epidemic. Specify that ANC prevalence is seen as 
representative of general population. 


Ask, why do people choose injecting route? 
Answer: It is more efficient, economical and 
quicker route to obtain a ‘high’. 


Note: Depending upon when this presentation is 
being used, the figures may have changed. 
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Note: Depending upon when this presentation is 
being used, the figures may have changed. 


HIV among IDUS: High HIV prevalence pockets 


« Sentinel Surveillance (2008) 
« 15 sites (out of 60) with prevalence >10% 
* Major burden from Punjab 


« Sites with high HIV prevalence 
Sites 
Jalandhar 15.2 Churachandpur 31.6 
Amritsar 56.8 Bishnupur 34.27 
Ropar 35.6 Aizawl 13.6 


Chandigarh 13.6 Orissa 13.6 
Delhi North 30.4 Kaimur, Bihar 10.4 


NACO Sentinel Surveillance , 2008 


Note: Depending upon when this presentation is 
being used, the figures may have changed. 


‘S. No. : eos 


Assam [4.000] 
Bihar 5.072 
Chandigarh 3,000 


| Kamataka | _5,056 
12,000 


“ | Included in 


2,964 = 


Uttar Pradesh +e 
‘ 1 West Beng 1 


What are high-risk behaviours? 


SEXUAL BEHAVIOUR INJECTING RELATED 


What are high-risk behaviours? Risk behaviours among IDUs 


SEXUAL BEHAVIOUR INJECTING RELATED » Nation-wide study 
Sex with multiple Sharing needles 263 sites, 26 states, 12580 drug users 


partners Sharing syringes Overall, about 5,603 respondents (45% of 
» Sex with a partner who 5 Sharing other the total) reported injecting drug use 

has multiple partners injection Sharing Ever : 599 

(eg. Sex worker) paraphernalia Sharing on the last occasion of the 
» Sex in presence of STIs Unhygienic injecting: 77° 


Anal Sex Injecting practices 
° 


» UNPROTECTED SEX (Ambekar & Tripathi, 2006) 
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Needle and Syringe Sharing Behaviour 


Figure 4.5: Percentage af IDUs who reported using needies/syringes previously 
wed by someone etse for injecting drugs last time 


Zeeseebas 


e @ 


“ e 
« ~ 


gic | 


Bae MERE MOR Bey syeCting Sug im AGH ane TOMEA 


Specify that the sexual risk among drug users 
should not be ignored, since besides injecting, 
drug users remain at risk because of their sexual 
behaviours too. 


High risk sex behavior 


This slide shows how different population groups 
in the society are interconnected. Once HIV 
enters the IDU groups, the infection can quickly 
ar spread to other [IDUs, and then to sex workers 

and ultimately affecting the general population. 

eee Cite the example of Manipur and Nagaland 
of the epidemic == where the epidemic first erupted among IDUs, 
g was seen among sex workers within few years 
and ultimately spread to the general population. 


RISK RINGS \ sua Ue 


Before understanding ‘harm reduction’ it is 
important to discuss the harms associated with 
drug use. 
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Response of Govt to HIV 


* National AIDS Control Program (NACP) under 
Ministry of Health & Family Welfare in 1992 

* NACP | (1992 — 1999) 

* NACP Il (1999 — 2006) 

* NACP Ill (2007 — 2012) 


NACP II! (2007 — 2012) 


* Goal: To halt and reverse epidemic in India 
over next five years 

* Objectives 

1. Prevention of new infections 

2. Care, Support and Treatment 

3. Strengthening capacities 


4. Building Strategic Information Management 
Systems 


IDU intervention in NACP Ill 


* Estimates: 190,000 IDU in the country 
* Objective: Prevent transmission of HIV 


* Approach: Harm Reduction (incorporated in the 
National Policy) 


* Service Delivery 
1. Targeted Intervention 
2.Delivery by NGOs 


3. Provision of services at doorstep of IDU 
ice Recipients: IDU & sexual partners 


As a response to HIV/ AIDS, a small cell was © 
created in 1989 within the Ministry of Health 
and Family Welfare to oversee the HIV related 
activities. In 1992, a body was created within 
the Ministry, called as the National AIDS 
Control Organisation (NACO), and a national 
programme, National AIDS Control Programme 
(NACP) was launched. There have been 2 phases 
of NACP till now. The third phase of NACP 
(NACP III) has been launched in 2007 and will 
continue till 2012 


It has been estimated that there are roughly about 
2 lakh IDUs in the country. While the majority 
of the IDUs are in the North-East states, IDU is 
now being seen in other parts of the country also. 
These include states such as Punjab, Haryana, 
Uttar Pradesh, Orissa, Mumbai, Kerala, etc. 
Thus, the problem of IDU is spreading in the 
other parts of the country too. 


In NACP III, the objective of setting up IDU 
intervention is to prevent transmission of HIV. 
There are many approaches for interventions for 
the IDUs - supply reduction, demand reduction, 
etc. However, the approach followed by NACO 
is that of harm reduction. Harm reduction has 
been established as the most effective way 
of preventing HIV among IDUs. This is also 
endorsed in the National AIDS Prevention policy 
in 2002. 


The interventions set up would be specifically 
for the IDUs, and delivered by the Non 
Governmental Organisations working with 
the IDU community. The services would be 
delivered at those places where IDUs reside, 
congregate, hang out, use drugs, or rest. 
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Harm Reduction Services 


* There would be 3 tiers of harm reduction 
services offered to IDU through TI. Tier 1 & 2 
would be offered by NGOs; 3 would be 
provided through linkage/ referral: 


fos service delivery 


Tee 


: i rvices 
Harm Reduction Services Harm Reduction Se 


: ‘ | °* There would be 3 tiers of harm reduction 

° There would be 3 tiers of harm reduction services offered to IDU through TI. Tier 1 & 2 
services offered to IDU lao Tl. Tier 1&2 wouldibe offeredihy NG@s-4" would be 
nese via pain hag ne provided through linkage/ referral: 
prov : 


Purect service delivery , i | Unkage.: services| 
{ —_~ 


Components of TI 


& 
Services 
Le Behaviour 
“commodities Change 


Communicatio Drop-in-Centre 


and Outreach 
activities 
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Note: Depending upon when this presentation is 
being used, the figures may have changed. 


IDU Tl: Scale-up in NACP Ill 


» Considerable scale up in no. of Tls 
Major expansion in the non-NE states 


» Target coverage: 80% 


263 
219 225 
: | i 


a au, March, 201Wov, 2010 2012 
NACP Il 2008 B aioht 


IDU TI: current coverage Specify here that the bottom figures are important 
pf at the national level which show that about 77% 
of the IDUs in the country are ‘covered’ with 
3 SC GC eee services. Note: Depending upon when this 
a ion is bei d, the figures may have 
[7 |wadiya Pradesh] 7.217 | s | -| 2500 | 35] presentation is being used, gur y 
= changed. 


Included in 
Maharashtra 


2 Roe eo eR So 
OO 
ris | West ena | 13.418 [| 11] _- 


177189 263 25,15) 1355900 ree 


Components of TI 
Comprehensive package for IDUs 


» Harm reduction Package (delivered by NGOs) 
Peer-led outreach for risk-reduction education and 
commodities 
Outreach to female partners of IDU 
Needle and syringe exchange 
Drop-in-Centres 

Recreational space and clinical services 
* Counseling, primary health care, condom promotion 


Waste disposal of used needles and syringes 


Linking IDU to HIV testing, treatment services 
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Components of TI 
Comprehensive package for IDUs 
» Oplold Substitution Therapy (OST) 


Additional Component of Harm Reduction Package 


Substitution of unsafe, injectable street drugs with 
oral /sublingual medication having similar but less potent 
action on the brain 


Medications used Buprenorphine, Methadone 


OST through NGO Tis 
$1 centers across 15 states 
Total 4810 clients 


Opioid Substitution Therapy: NACP 
ll 


OST Government Scheme 
Pilot launched in S cities of Punjab 
Public-Private Partnership Model 


~ Target 500 clients (>200 clients started on OST in 6 
weeks) 


Total clients on OST: 5310 


Scale-up plan for > 100 districts with high IDU 
population 


Mentoring, Monitoring and Capacity 
Building 


° 
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Specify that more discussion on clinical aspects 


of OST is a part of another session. 


Referral Mechanisms 


» First contact 
Outreach team - PE and ORW 
Education, counseling and commodities 
» Basic services 
DIC 


* abscess management, counseling, general medical 
care, recreation, etc. 


» Testing services 
ICTCs, STI clinics 
» Specialized services 


District health institutions (ART centers, DOTS 
centers, medical/surgical OPDs, etc.) 


Monitoring and Mentoring of Tis 


poss 

Technica) 

Resource 
Group 


ROLE OF DIFFERENT PLAYERS 


Agency/ Organization 


NACO 
(TI division and National 
Technical Support Unit) 


+ Policy formulation 
+ Ensure saturation of coverage 

+ Formulation of strategy 

+ Finalization of Annual Action Plan 
+ Facilitate release of funds to SACS 
* Ensure fund utilization 

* Monitoring quality of programme 
+ Establishment of Tis 
+ Fund and contract management 

+ Evaluation of Tis 

+ Administrative functions 

+ Coordination 

* Regular monitoring of TI 

* On site hand holding and support 


+ Coordination with different HIV related 
activities in a district 


SACS (TI division) 


SACS (Technical Support 
Unit) 


District AIDS Prevention 
and Control Unit 


Role of a Government Doctor 


» Multiple roles 
Consultant to the Tl 


Advocacy 
Training 
Referral services 


Opioid Substitution services 


This slide shows the role which can be played by 
the doctors working in government facilities. All 
the doctors can provide clinical services to the 
IDUs associated with TIs. In addiction trained 
doctors can also advocate for better services for 
IDUs at the government hospitals where they are 
working. Their services can be utilised to provide 
training to the staff working with IDU Tls. They 
can be a source as well as destination for various 
referral services. Finally if their hospitals are 
selected as OST sites of NACO, they can provide 
the core clinical services. 


Training on Substance Use Disorders: A Module for Facilitators 


Pe Lh LL) me 


Treatment of Inhalant Abuse 


Objectives 


* To develop participants’ understanding about inhalants, their short-term and 


long-term effects 


To provide the participants with knowledge on management of inhalant abuse 


Materials and method: 


The session would be conducted in 120 minutes using powerpoint presentations 
and discussion with the participants. The following materials would be required 
¢ Projector and laptop for powerpoint presentation 


Steps 


Use the PPTt provided for presentation and discussion 


Highlights of the Presentationt: 
Types of inhalants and modes of use 


Effects of inhalants 


Diagnosing inhalant use disorder 


Management of inhalant use disorder 


Training on Substance Use Disorders: A Module for Facilitators 


ey, Inhalant Abuse And Its Intervention a 


inhalant Abuse & its 
Intervention 


Introduction — what are inhalants? 


Inhalants 
— Breathable chemical vapours 


— Diverse group of volatile substances whose 
chemical vapours can be inhaled to produce 
psychoactive effects 


— Describes substances, that are rarely taken by any 
other route, except inhalational route 


Commonly referred to as “glue sniffing” 


Inhalants 


Common industrial and household products 
Easily available in nearby shops 

Not labelled as currently illegal 

Easily accessible to any person 


No age restriction in the availability of 
inhalants 


Use can be easily concealed 


Inhalants 


Volatile solvents: liquids that 
vaporize at room temperature 
— Correction fluids 

— Gasoline 

— Glues 

— Paint thinners 

— Nail polish removers 

— Dry-cleaning fluids 

— Degreasers 

— Tip marker fluids 


The presenter should clarify for the last point that 
even other substances that have been discussed 
before, such as cannabis, opioids, etc. can be 
taken by inhalational route, but these substances 
are also consumed by other routes. In case of 
inhalants, the route by vast majority of users is 
inhalational. 


Substances used as ‘Inhalants’ 


Volatile solvents 
Aerosols 
Anaesthetic Gases 


Nitrites 


Inhalants 


Aerosols: sprays that contain propellants and 
solvents 


— Spray paints i 


— Deodorant 
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— Hair sprays 
— Fabric protector sprays 
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Inhalants 


Medical anesthetic gases 
— Nitrous oxide (laughing gas) 
— Ether 


Nitrites: Commonly used as room 
odorizers 


— Amyl/Butyl/Iso-butyl nitrites 


Who are likely to use inhalants? 


Typical profile of inhaiant users 
— Adolescents 

— Dropped out of school 

— Not Living with parents 

— Parental use of inhalants 

— Poverty 

— Antisocial behavior 

— Emotional problems 

— Emotional and physical abuse 


Acute Effects 


* Initial rush and euphoria 
* Alcohol-like effects 
— Slurred speech 


— Inability to coordinate Can also cause: 
movements : 
»  caphioria — Loss of motor skills 


— Dizziness — Palpitations 
* Deep breathing may cause — Seizures 
— loss of touch with 
surrounding, loss of self- 
control, violence, nausea, 
unconsciousness, giddiness, 
loss of appetite 


hallucinations 


— Abdominal pain 


Long Term Effects 


* Inhalants are fat soluble — stay in body for 
longer period of time 
* Impairment in multiple systems — 
— Hearing and Vision loss 
— Heart: heart failure 
— Liver: hepatic failure 
— Kidneys: renal failure 


* Some reversible and some irreversible 


Higher doses may cause 


How are Inhalants used? 


* Inhalants can be breathed in through 
the nose or the mouth 


— “Sniffing” or “snorting” through the 
nose 


— Spraying aerosols directly into the nose 
or mouth 


— “Bagging” —sniffing or inhaling fumes 
from substances sprayed or deposited 
inside a plastic or paper bag 


~ “Huffing” from an inhalant soaked rag 
stuffed in the mouth 


— Inhaling from balloons filled with nitrous 
oxide 


* Commonly poured on a piece of 
cloth/shirt sleeve/rag/towel and inhaled 


Effects of inhalants 


Toluene is the active ingredient in most inhalants — 
releases dopamine in brain 

Neurobehavioral effects similar to CNS depressants 
(such as alcohol and sedatives) 

Inhaled chemicals are rapidly absorbed through the 
lungs into the bloodstream and quickly distributed to 
the brain and other organs — effect within seconds of 
inhalation 


Also liable to cause long term damage to the body 


Acute effects — lethal events 


Lethal events can occur even with first use 


— Sudden sniffing death syndrome caused by 
irregular heart rate 

— Other cardiac effects: hypotension, tachycardia, 
bradycardia 

— Other events: Coma, Seizures, Brain damage, lead 
poisoning 

— Suffocation due to bagging 


Long term effects... 


Neurological damage 

— Mechanism: Toluene damages the protective 
sheath around certain nerve fibres in the brain 
and peripheral nervous system 

* Similar to that seen with neurological diseases such as 
multiple sclerosis 
— Peripheral neuropathy 
— Brain damage 


* Mild cognitive impairment — lack of concentration, poor 
memory, poor learning skills 


* Dementia 


The presenter should explain here that - with 
regards to psychiatric complications, it 1s 
currently not clear whether the various mental 
disturbances seen with inhalant abuse is due to 
the direct effect of inhalants or these symptoms 
are solely associated with inhalant abuse 


Long term effects... 


* Data on whether neurological damage is 
transient or permanent is not clear 


* Psychiatric complications? 
— Associated with violent behaviour, ASPD, 
Depression 
— May be concomitant to inhalant abuse rather than 
the effect of inhalants 


Some studies show that inhalants may also cause 
dependence and the features of dependence 
syndrome are those which are described above. 


Inhalants - Dependence? 


* Long term use of inhalants may have 
dependence syndrome 
— Tolerance: increase in dose to produce 
intoxication 
— Craving demonstrated 
— Withdrawals: sleep 
disturbance, nausea, tremors, irritability 
* Inhalant abuse may lead to later use of illicit 
drugs — “gateway”? 


Inhalant abuse — how to identify? Assessment 


|. History and 


* Signs of inhalant abuse 


— “Huffer’s rash”: dryness and redness around the mouth 
and nose; sores/spots around the mouth 


— Red / runny eyes or nose 

— Paint stains on body or clothing 

— Chemical breath odour 

— Drunk, dazed appearance 

— Sneezing, coughing, wheezing, excessive salivation 
— Anxiety, irritability 


Treatment 


No specific medication to treat inhalant abuse 


Withdrawal management often required 
— Symptomatic management 
— May be required for a period upto one month 


Psychosocial intervention mainstay of 
treatment 


examination, including 
detailed neurological 
examination 


* Screening for neurological 
damage: MMSE 


|* MMSE: Mini Mental Status 


* Investigations 
—RFT 

—UFT 

— Chest X-ray 

—ECG 

— Hearing and vision 


Examination assessment 
* Series of questions and tests — Nutritional 
+ Tests various mental abilities : deficiencies 
* Easy to administer by clinician 

in outpatient/inpatient setting 
* Maximum score: 30; scores of | 
27 and above: ronal 


Treatment — Psychosocial Intervention 


Should be provided for long term 
Non-confrontation, non-directive, non- 
preaching 

Attention and complexity of thinking are 
reduced in early stages of treatment 


— Initial intervention should be brief (15-30 
minutes), informal and concrete 


Multiple approaches of interventions required 
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Treatment — Psychosocial Intervention 


Intervention with the Family 


Interventions in the following areas in 
multiple sessions 

— Education on the adverse effects of inhalants 
— Developing non-drug using peer group 

— Teaching how to say no to drugs 

— Developing alternate hobbies 

— Developing positive lifestyle 

— Focus on 


* Formal / informal education 
* Vocational training 


* Assessment of family stability, structure and 


dynamics, drug use in any other member of the 
family 


Parents- 
— Drug education 


— Address substance use in other members of the family 
— Parenting and social bonding skills 
— Communication 


— Physical, emotional and psychological abuse 


Conclusion 


Inhalants are commonly available products 
which are easily accessible to an user 


inhalant abuse may be life threatening and THANK YOU 
associated with long term negative effects 

Comprehensive assessment and laboratory 

examination is required 


Long term psychosocial intervention with care 
and support is required to treat inhalant 
abuse 
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Psychosocial intervention - Relapse Prevention 


Objectives 


* To provide the participants’ with the requisite knowledge and understanding 
about relapse prevention and relapse prevention therapy 


¢ To provide skills to the participants on conducting relapse prevention therapy 


Materials and method: 


The session would be conducted in 120 minutes using powerpoint presentations and 
discussion with the participants. The following materials would be required 


¢ Projector and laptop for powerpoint presentation 
¢ Chart paper 
Steps 


Use the PPT provided for presentation and discussion. The case vignette given below can 
be used for case demonstration. 


Case Description 


Mr. A. 37 year old married male, graduate, running his own computer centre was brought 
to the DAC OPD by his wife and his father 


¢ Excess alcohol drinking 


* Declining work performance 
& 


Mr. A. started using beer for the first time along with friends when he was 22 years 
old. Since he enjoyed it, he started drinking beer whenever his close friends insisted. 
Gradually, he added whisky and rum to his preferred beverages. Two years later, he was 
drinking almost 3-4 times a week. Until this time there was no significant problem in Mr. 
As social and academic life. Eventually, he completed his diploma in computer science and 
opened his own computer centre and got married at the age of 25 years. After marriage, 
his frequency of drinking decreased slightly for initial few months. But soon he started 
facing problems in his computer centre, causing a lot of stress. He experienced that alcohol 
helped him deal with this stress and thus, started spending most of his time with one 
of his close friend who was his regular drinking partner, drinking almost daily. His 
involvement in running his computer centre went down; he would not go to office for days 
together; instead he would either be at home or drinking with his friend. 


On her father in law’s advice, his wife took over the charge of the computer 
centre and the business started improving thereafter. For his alcohol problems 
A was taken to a doctor, who gave him some medications for a week. Relieved of 
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the stress of his business, and with the added help of medicines and advice by the 


doctor, A stopped using alcohol and started giving time to the centre. He and his 
wife worked together to improve the business. 


However this situation did not last long. Since, he was not required to spend 
all the time in his centre, due to his wife helping him out, within 7 months of 
abstinence he again started drinking after meeting his old friends. Initially it 
appeared to be just one-off instances, but the frequency and amount kept on 
increasing. This led to frequent fights with his wife and once again affected his 
business. Gradually, he started drinking alone at home and in fact would start 
drinking from the early morning itself. 


Worried about Mr. A’s health, his father and wife again took him to the doctor. 
Doctor once again provided treatment for withdrawal symptoms and A remained 
abstinent for three months. However, he started getting concerned about the 
increasing debts as well as closure of his business. Additionally, he would feel 
intense urge to take alcohol at least one peg a day. He started taking alcohol in 
the evening to relieve himself of stress and tension, which soon escalated to day 
time drinking. 


Once again, he was brought for treatment but this time to the De-addiction Centre 
by his wife on the advice of their family physician. 


Treatment at DAC 


Mr. A was treated for withdrawal symptoms after admission, and by 10 days, the withdrawal 
symptoms subsided. None of the routine tests performed reveal any abnormality. 


Highlights of the session: 


e Concept and determinants of relapse 


e Relapse prevention therapy - specific interventions 


e Relapse prevention therapy - global interventions 
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Psychosocial intervention 


Relapse prevention © 


Addiction: basic facts 


« Relapse not an unique feature comparison of Or Addiction an Other Chroic nesses 
of addictive disorders alone i 


= Present in other illnesses and * am 07% 
health conditions eae 
requiring/associated with 
lifestyle changes 


» Relapse rates similar to other 
chronic medical illness (e.g. 
Diabetes, Hypertension, 
Asthma) 


l 
5 
i { 
I 


(McLellan et al, 2000) 


Cognitive behavioural model of relapse, Marlatt et af 
s 


ee 
Addiction: basic facts 


» Relapse — a main feature of 
drug dependence 

« Present despite successful 
episode of treatment 

« Most relapses occur within 
the first year of treatment 

« Two thirds relapse within 90 
days 


(Oakey, 7003) 


ee 
Relapse: conceptual issues 


= Conceptual difference between lapse and 


relapse 
Lapse: initial episode of alcohol or drug use after a 
period of abstinence 

Relapse: continued use and a breakdown/setback in 
the person’s attempt to change/modify abstinence 
behaviours 


Gates 


Cognitive behavioural mode! of relapse, Martatt et ai 
. 


: 
Determinants of lapse 


® High risk situations: 
Central to the cognitive-behaviour model of 
relapse 
Any experience, emotion, setting, thought or 


context that presents an increased risk for a 
person to engage in transgressive behaviour 
Includes intrapersonal and interpersonal situations 


+ Coping with frustration, 

*Caping with anger 

+ Other neoative 
emotional states 

+ Craving 
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Lapse: determinants 


= Coping strategy 
Key strategy employed within 
moments of entering a high risk 
situation 
Critical predictor of outcome of 
recovery 
Active cognitive and behavioural 
based coping skills significantly 
related to abstinence outcomes 


ee 
Relapse — issues 
a Self efficacy 


Belief of an individual that he is 
able to handle a given situation 
and have a positive outcome 
Reliable predictor of lapse 
following treatment & during 
long-term follow up 


"Determinants of lapse 


= Outcome expectancy 
5 Anticipation of the effects the substance would have 

on the individual 
= Can be explicit or implicit, negative or positive 


Positive expectancy iy Risk factor 


+ Xe 


Negative expectancy 


© EERUE TIE 
Determinants of relapse 


= Abstinence violation effect (AVE) 
Attribution of failure and feelings of guilt or shame 
following breach of self-imposed rules 


Less evidence of AVE as a predictor of realpse in 
alcohol; mixed results in case of smoking 


Relapse 
Prevention 


Techniques 


& 
Skills 


" "Relapse prevention strategies 


« Prerequisites for therapist 


Understanding and supportive approach 
Trust client and client’s viewpoint 

Good listening skills 

Non-confrontational approach 


Non- judgemental attitude: discourage 
labels and accusations 


Willing to play an active and supportive role 


Willing to make client an active partner in 
treatment 


Relapse prevention strategies 


Variety of cognitive - behavioural strategies to 
modify each of the phenomena discussed earlier 


Initial phase: Specific relapse prevention strategies 
Recognise high-risk situations 
Cope with high-risk situation 
Handle lapse effectively and prevent full blown relapse 


Extended phase: Global relapse prevention 


Modification of client's lifestyle and deals with cognitive 
distortions generally 


Steps in relapse prevention 


Coping with high risk 
situation 


Increasing self efficacy 


Craving managemeht 
techniques 


Lapse management 


pen 


Relapse prevention 
» Who can conduct relapse prevention? 
Minimum training needs 


Understanding of cognitive-behavioural 
theory 


Good interpersonal skills 


Ability to empathise with the client 


Relapse prevention strategies 


Session planning 


Inpatient or outpatient? 


Individualised or in group settings? 


Alone or with family? 


CAGE VIGNETTE 


Relapse prevention - Preparation 


Client education 
Addiction as a chronic cyclic condition 


Involves several transitions between relapse and 
recovery 


Relapse as a process in recovery 


Early warning signs often precede an actual 
relapse/lapse 


Warning signs result in high risk situations leading 
on to lapse/relapse 


Instil hope in the client that it is possible to 
overcome addiction. 


Recovery is a journey ...no? a destination 


Training on Substance Use Disorders: A Module for Facilitators 


ssessment 


© Assess motivation level 


= Assessment 
> Review relapse history: useful to review 
past three recovery and relapse episodes 
Maintain a daily inventory: ABC Chart 
2 Checklist of high risk situations 


“i Assessment: ABC charting: 


Antecedents: Example 


The client has frequent fights with his wife. The 
wife accuses the client of not caring for the 
children and herself. The client feels that the 
wife has not been supportive lately. 

The client feels angry and hurt. 


On his way back from work, he passes by the liquor 
store in the evening. 


He says to himself "what the heck. Let me have 
only one drink. I will feel better” 


Uunng recovery certan teemngs or emonons omen tngger ne Dram to mink aDoUT 
using substances. Read the fotiowing list of feelings and emovons. and piace a check 
mark next © hose at might tigger thoughts of using for you. Place a zero next to 
hose that are not connected with using 


Frustrated 


Passionate Hungry 


What emotional states that are not listed above have triggered you to 
use substances? 


"V7 Relapse prevention therapy: 
Handling high risk situations 


= Work with clients on dealing with each 
high risk situation 
Stimulus control: 
» Particularly important in the early stages of the 


maintenance phase of habit change 
« First option: avoidance of the situations 
« Escape: prepare escape plans 
Detailed steps should be elicited from the client 
‘Behavioural rehearsal’ may be used to make the 
client practice the best way to handle the 
situation 
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Antecedents Behavior ——’ Consequences 


Situalions / Thoughts (0.4, first drink: immediate or 
+ short term 
Feelings / Emouons (negalire or 
posilve) 


| 


Long tem 
(negative) 


Place a checkmark next to actwties, situations of settings in which you frequently used 
Submtances, place & Zero nex to activities, eftuations. or Settings in which you never 
have used substances 


Home aione 
Home with fends 


Frend’s home 


During a cate Before going out to 

Before sexual activities oinner 

Ounng sexual actvities —) Before breakfast 
Paries > After sexual activities At lunch break 
Sporting events Batore work While a: dinner 
Movies When carrying money ) After work 
Sars/chubs After going past > After passing a 
Beach dealers residence Particular street or exit 
Concerts Orang Schoot 
With friends who Liquor store i Fhe park 
use drugs Denny work (CF io the neighborhaod 
When gaining weight Tatking on the phone () Weekends 

_ Vacatons/halidays (9 Recovery groups ( With farntiy memoers 
When it's raining After payday {2 When in pain 
Betore 2 date 


High risk situation in the case 


= Fights with wife 
» Anger 

» Coming back from of fice 

» Passing by a liquor store 

» Alcohol using friends 

» Evening times : 
» Stress of handling business 


Demonstration 
Handling hiah 


risk situations 


+ 
Case demonstration 


« Fights with wife 

e Anger 

= Coming back from of fice 

» Passing by a liquor store 

e Evening times 

» Stress of handling business 
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elapse prevention therapy: 
coping skills technique 


Consider various approaches to solving the problem 
(*What all can I do to solve the problem?") 
» Prepare a list of various options that exist to solve 
the problem 
» Not doing anything can be a solution also! 
Select the most appropriate approach (“what will 
happen if ...”): 
» Review each approach 
Consider the positive & negative consequence of each 
approach 
Weigh the pros and cons of each of the response 


» Also examine if the solution is feasible/practical 
Choose the best response 


a Pee 
wees prevention: coping skills: 


Managing social pressure 
Create situations 


Ask the.client how w ould he she respond 


Demonstration resronding to social pressure 


» Fights with wife 
* Anger 
» Coming back from office 


no bya 


® Alcohol using friends 


ng 
» Stress of handling business 


* REBBSe prevention therapy: 


coping skills 


» Enhance coping skills by 
using ‘problem solving’ 
techniques 

Recognise the problem 
("Is there a problem?”) 
Identify the problem 
(“What is the problem?”) 
Specify the problem 


» Break the problem into 
small manageable steps 


Demonstration Problem solvina 


e Fights with wife 

= Anger 

= Coming back from office 
= Passing by a liquor store 
= Alcohol using friends 


= Fyening 
» Stress of handling business 


: SS 
Relapse prevention: coping skills: 


Managing social pressure 
« Five basic steps for refusal 


Relapse prevention: urge control 


» Two types of craving: cue-induced (external); automatic 
(internal) 
Craving comes in waves with gradual build up of 
pressure 
e CRASH model 
C: consequences > remember your consequences 
R: remove > remove all substance use related ques 
A: Activity> involve in an incompatible activity (distract 
yourself) 
S: Skills> use coping skills learnt/taught earlier 


H: Help> seek help from family members/non-drug using 
friend/counsellor a 
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Dealing with lapse 


# After a first slip (alcohol/drug use) 
Stop after the first slip, fook and think what is 
happening 

“Avoid negative thoughts / feelings of guilt 

2 Avoid substance using cues 
Call for Aefp (family members/non-drug using 
friends/others) 
Think of reasons why you made commitment for 
stopping drug use 

See the therapist as soon as you can 


“REPS pievention: Global strategies 


= Long term pharmacotherapy: 


Disuiftram (Anrabuve),’ Naltrexone oral (ReVia)' and Injectable form (Vivirrol),' 
Topiramate (Topamax). Ondansetron (Zofran)-, Quetiapine.” (Seroquel) 

Acamprosate (Camprah.' Aripiprazole LAbilify)? Memaatine’ (Namenda) 

Methadone.’ Burprenorphine’ (Subutex, Suboxone), Naltrexone,’ LAAM! 


Bupropioo SR (Zyban).' Nicotine Replacement therapy.' Clonidine (Catapres}.’ 
Nortriptyline (Pamelon.* Rimosabant. Varenictiac’ (Chantesc) 

-ocmae Disulfiram, Topiramate. Mocafieil (Provieil),* Propraaolol (Inderal). Naltrexone. 

Baclofen (Lioresal).” Tiagubine (Gabitul). TA-CD (Cocaine Vaccine) 


FDA approved for this indicanon 
‘FDA approved for another indicative. 
No FDA undicatroe. 
——— 


eS 
Relapse prevention: Global strategies 


= Lifestyle modification counselling 

As life of drug user revolves around 

drug use during using days, the 

lifestyle needs modification during 

abstinence: 

: in other pleasurable 
svitiec: “Positive addiction” 
E.g. sports, exercise, music 

» Avoid drug using friends/places 

«= Eat healthy foods to regain lost 
st cael bat 
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Dealing with lapse 


= Dealing with AVE 
= Counsel the clients on 
Difference between lapse and relapse 
Make the fiat aware of AVE, its 
rls ae consequence 
slp the clients in ventilating out their 
eelings after lapse 
1 Catharsis 
Make the client ynderstand that lapse is a 
process rather than an event in itself 
Make the client understand hat working 
on e b 


lapse helps to prevent full blown 
relapse 


SPizin. 
Relapse prevention: Global strategies 


= Stress management 
Relaxation training for 
stress management 

» Breathing techniques 

= Meditation 

= Yoga 

= Exercises 


Conclusio 
a RP can be conducted with minimal training 
« Non-confrontational attitude and non-judgement 


= Specific Relapse prevention strategies — identify high 
risk situation, coping skills, lapse management 


» Clients should be taught refusal skills and urge control 


» Global Relapse prevention strategies — lifestyle 
changes, daily activity scheduling, stress 
management, positive addiction 


Treatment of nicotine dependence 


Objectives 
* To develop participants’ knowledge on issues related to nicotine dependence 


* To provide the participants an understanding on how to treat nicotine 
dependence 


Materials and method: 


The session would be conducted using powerpoint presentations and discussion with the 
participants. The following materials would be required 


¢ Projector and laptop for powerpoint presentation 
Steps: 


¢ Use the PPT provided for presentation and discussion 


Highlights of the presentation:t 


e Extent and pattern of tobacco use - global and Indian 


e = Effect of tobacco use e 


¢ Management of nicotine dependence 
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TREATMENT OF NICOTINE 
DEPENDENCE 


oad 


il 


Cigarette 


Indian scenario 


* India is the second largest consumer and third largest 
producer of tobacco. 


* Tobacco use among men and women is widespread in 
all regions and sections of society. 


* 55.8% of males in the age range of 12-60 years 
currently use tobacco.(Ray et al,2004) 


» Among men the prevalence of smoking and the use of 
smokeless tobacco is roughly similar. 
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Treatment Of Nicotine Dependence 


Introduction 


* Most commonly used substance the world over. 


* Largest cause of preventable death worldwide. 


* Leading causes of smoking related death 
Cardiovascular diseases 
coPpD 
Lung cancer 


* Other diseases associated with smokin, 
Obstructive sleep apnea, low birth le perinatal mortality 


* Active ingredient in all forms of tobacco: Nicotine 
As addictive as cocaine or heroin 


Tobacco products: Smokeless Tobacco 


Gutkha 


Global scenario 


* 120 crore people use tobacco worldwide 
>80% from developing countries 


* 40 lakh die every year due to tobacco. 


* Globally, tobacco is responsible for the death of 1 in 
10 adults. 


TOBACCO USE IN INDIA 


Findings from National Family Health 
Survey - 3 (2005-06) 


Prevalence of Males (%) Fernales (%) 
tobacco use 
Tobacco users 57.0 


Smokers 32.7 


10.8 
1.4 


Chewers 36.5 8.4 


Prevalence of Tobacco Use 


Tobacco use prevalence among males is higher compared to 
females 


Among older age groups compared to the younger age groups. 


“The prevalence of tobacco use is higher in rural population 
compared to that in urban areas. 


* India has a huge problem of widespread smokeless tobacco use 
among women, particularly among disadvantaged women. 


>The prevalence of tobacco use in pregnant women is similar to that 
in non-pregnant women of the same age. 


Global Tobacco Surveillance System 


The World Health nization (WHO), the Centers for Disease Control and 
penratical (CDC), and Canadian Public Health Association (CPHA) began 
development of the Global Tobacco Surveillance System (GTSS) in 1999. The 
GTSS Includes the collection of data through four surveys: 


To! Adult (> 
" Global 4dult Tobacco Survey The GATS, a household survey, will monitor tobacco use 
among 


. Global Schogl P A Saryey The GSPS Surveys teachers and administrators from the 
* Slotland Semen Suse on >t ve sae 


Tobacco Use among Youth (13-15 years) 
* Gh Joby: lects 
& lobal Youth ‘ol eco Survey The GYTS focuses on youth aged 13-15 and coll 


GATS -India, 2010 


* GATS India conducted interviews with 69,296 adults age 15 and 
above, including 33,767 men and 35,529 women. 


* Current tobacco use in any form: 34.6% of adults; 47.9% of males 
and 20,3% of females 


* Current tobacco smokers: 14.0% of adults: 24.3% of males and 2.9% 
of females 


* Current users of smokeless tobacco: 25.9% of adults: 32.9% of males 
and 18.4% of females 


BURDEN OF TOBACCO USE 


ONearly 1 million persons die due to 
tobacco use every year in India. 


50% of cancer deaths, majority of 
cardio-vascular and more than 80% of 
chronic lung disorders; other related 
diseases are attributed to tobacco 
consumption 


OTotal economic cost of the 3 major 
diseases due to tobacco use in India 
was Rs. 30,833 crores (USD 7.2 billion) 
in 2002-03. 


e GHPS has been undertaken in 7 countries 
for Medical students, in 6 countries for Dental 
students, in 3 countries for Nursing students and 
in 2 countries for Pharmacy students. GSPS has 
been undertaken in 9 countries 


GATS -India, 2010 


» Average age at initiation of tobacco use was 17.8 with 
25.8% of females starting tobacco use before the age of 
15 years 
About five in ten adults (52.3%) were exposed to secand- 
hand smoke at home and 29.0% at public places(mainly 
in public transport and restaurants) 

» Among minors (age 15-17), 9.6% consumed tobacco in 


some form and most of them were able to purchase 
tobacco products 

* Among daily tobacco users, 60.2% consumed tobacco 
within half an hour of waking up 

* Five in ten current smokers (46.6%) and users of 
smokeless tobacco (45.2%) planned to quit or at lease 
thought of quitting 


Assessment of tobacco 


* Majority of the users would be dependent on tobacco 
* Screening instrument available: Fagerstrom’s Test for 
Nicotine Dependence (FTND) 

Easy to apply in outpatient setting 

Takes short time to administer 
* Assessment — issues / areas 

Establish dependence 

Focus on health hazards due to tobacco use 

Enquire about past abstinence attempt 

Assess motivation of the patient to quit tobacco 

Advise and offer help to quit tobacco 
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Quitting Tobacco 
£ Steps for Tobacco Cessation - 5 “A”s 
* 70% of all current smokers desire to quit smoking 
* 30% try each year Brief counselling procedure — evidence based 
* Ask 
* Smokers attempting to quit on their own: 1-3% i 
thy ge + q * Ask every patient about tobacco use at every visit 
* Advise (clear, strong, personalized message) 
» After intensive treatment, the abstinence rate is * Advise alll users to quit 
20% or less for a one year duration. not to wait till complications develop; 
Itis possible to quit 


* Most smokers make 5-10 attempts and 50% Personalised; relate to individual's own 
become successfully abstinent health, social, economic costs 


Steps for Tobacco Cessation - 5 “A’s Assistance to quit 


» Assess 
* Willingness to make a quit attempt 
* Motivational level of the patient 


* Set a quit date 

* Involve family, friends 

* Anticipate challenges 

* Remove tobacco products from environment 
* Assist: Assist the patient to quit * Provide practical counselling 

* Provide support 


» Arrange for follow up regularly * Recommend the use of pharmacotherapy except 
in special circumstances 


» Provide supplementary education materials 


Pharmacological Intervention Nicotine Replacement Therapy(NRT) 


* All smokers should be offered medications to aid or. : ’ oe 
in smoking cessation. * Replaces nicotine without harmful impurities of 


* Double the Quit Rate and have few side effects cigarette smoke, safe in CVS and cancer 
* No methods to match smokers to a medication * Minimal abuse liability, minimize WDS, prevent 


EP : ; relapse 
; Sone hora ee een * Venous blood concentrations are between 1/37 


ae hie : to 1/2 that of cigarette levels 
* Medications helpful for initial withdrawal and » Nicotine undergoes first pass: metabolism by 
prevention of relapse 


ae liver, hence non GI routes have to be used 
: prea cee eer Oe) * Short period of maintenance (6-12 weeks), often 
——— followed by a gradual reduction (6-12 weeks) 
» Others 


NRT 


« Various modalities available 


* Nicotine Gum (most commonly used and easily 
available in India) 


* Nicotine Patch 

* Nicotine nasal spray 

* Nicotine inhaler 

* Nicotine lozenge 

* Sublingual nicotine tablet 
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Nicotine Polacrilex Gum 


ETE LIE 


» Available as Img, 2mg and 4mg. 

» Dosage 
<25 cigarettes: 2mg gum — 9-16 gums/ 
>25 cigarettes: 4mg — 9-16 gums/day 


» Chew and park method 


» Side effects-local 
irritation, hiccups, jaw ache, GI 
symptoms, anorexia, palpitations yor channe 


* Ability to provide relief in high risk 
situations u 0 


» Avoid acidic beverages during chewing 
of gum 


Nicotine Polacrilex Gum 


* Precautions: 
Not to be used by children and non-tobacco users 
» Pregnancy 
Unstable Angina Pectoris, arrhythmias, 
Recovery Phase Following Myocardial Infarct 
Hypertension (severe) 
Acid peptic disease 


» Brands: Nicorette, Nicotex, Nulife 


Nicotine patch 


* 24 hours taper preparation 
21mg/24 hours 4weeks 
14mg/24 hours 2weeks 
7meg/24 hours 2 weeks 

* 16 hour non-taper preparation 
15mg/16 hours 8 weeks 


Nicotine inhaler 


* Nicotine delivery through cartridge/puffed 
* Prescription product 
* 6-16 cartridges/day 


* Designed to deliver nicotine to lungs, but actually 
absorbed in the upper throat 


* Blood nicotine level similar to those for gum 


* Major asset — provides behavioural substitute for 
smoking. 


Requires frequent puffing 


Chew and park method: the user should chew the 
gum for few minutes and then park it between 
the cheek and gum for a minute or so 


Nicotine Patch 


* Trans-dermal delivery system 

*» Major side effects are rashes and with 
24 hour wear preparation, insomnia 

* No self titration, craving, withdrawals 
like other NRT routes 

* Can be used on dental problems 

* Combining patch plus 
gum, lozenge, inhaler in high risk 
situations increase quit rates by 
another 5-10% 


Nicotine Nasal Spray 


* Prescription product 

* Rapid absorption-produces blood concentration 
more similar to a cigarette 

* Especially helpful for heavily dependent smokers 

* Effective daily dose-15-20 sprays/day 

* Side effect- cough, rhinorrhea, lacrimation, nasal 


irritation in more than 70% patients. The product 
is rarely used. 


Bupropion 


* Heterocyclic , atypical antidepressant 

* Blocks reuptake of dopamine, norepinephrine 

* Start 1-3 wks prior to cessation 

* Dosage-300mg/day reliably double quit rates in 


those with/without history of depression 


* 150 mg every morning for 3 days then 150 mg BD 
* Side effects include insomnia and nausea 
* Risk of seizures less than 1 in 1000. 
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Varenicline Varenicline 


* Varenicline is a selective a4B2 neuronal nicotinic 
acetylcholine receptor (nAChR) partial agonist 

* By partially activating Acetylcholine 
receptors, varenicline produces a moderate amount of 
dopamine release, replacing some of nicotine’s effects. 

* Varenicline’s agonist function is thought to minimize 
nicotine craving and withdrawal, while its antagonist * Side effects 
properties are expected to attenuate the reinforcing Common- nausea, insomnia, headache 
effects of nicotine, thereby reducing pleasure from a Irritability 
“slip” cigarette and the likelihood of relapse * Mood changes 


* Suicidal ideas- uncommon but have been reported 
(Varenicline may need to be stopped) 


* Standard dos recommendations of varenicline: 
* Day 1-Day 3 (0.5mg once daily) 
Day 4-Day 7 (0.5mg twice daily) 
’ Day 8-Day 84 (1.0mg twice daily) 


Self Help Material 


Psychosocial treatment 


: ; * Include self help material (written 
* Intervention for cessation manuals, computer, video) and self help groups 


» Self help materials * Major goal-increase motivation and help cessation 


+ Brief advice from the physician * 1-2% additional success (in absence of formal 
e physicia treatment) but not as efficacious as medication 


; * Advantage-low expense/time commitment/large 
* Intervention to improve motivation numbers 


* Motivational enhancement therapy (MET) nae ee ose a ee 


* Should be appropriate in language and cultural 


* Intervention to prevent relapse SP proach 
- Cognitive behaviour therapy * Nicotine anonymous groups — 12 step model 


Brief Advice Behavioural support 


: bie te client te | P * Behavioural support with multiple sessions of 
* Brief advise is effective in increasing the number individual or group counseling aids smoking 


of smokers stopping for at least 6 months. cessation.The following components assist 
* May trigger a quit attempt in 40% of cases quitting 


* Reduced effect with repeated exposure » Problem solving — how to avoid high risk situations 
< at Se : Skills training — how to handle craving, say ‘no’ 
Minimally effective in heavy smokers in absence Support dete 


wo Aes a ge al lace acd * Dose response relationship between the amount 
of therapist-patient contact (minutes of 
Whereas the absolute effect of brief advice is interaction) 
relatively small, this intervention can have a and successful cessation 


considerable global impact because of the large + Cant be delivered through rises 
number of people who visit their physicians 


Motivational Enhancement 
Therapy (MET) 


* Helpful to those 
ambivalent about 
quitting 

* Encouragement, non 
confrontation and 
patient involvement in 
laying down goals 

* Realistic goals for 

poorly motivated 


HEALTH CARE PROFESSIONALS 
SHOULD ADVISE ALL PATIENTS 
TO 


QUIT SMOKING 


Disorders: A Module for Facilitators 


Training on Substance Use 
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Treatment of Cannabis dependence 


Objectives 


* To familiarise the participants to various approaches for treatment of various 
conditions associated with cannabis use 


Material and method: this session would require about 60-90 minutes, to ie conducted 
with the aid of flip-charts / white-board and markers and PowerPoint presentation. 


Steps 


In this session the discussion moves forward along with the PowerPoint presentation 


Highlights of the presentation:t 
Cannabis: A drug with relatively low abuse and dependence potential 
Treatment of acute toxicity / intoxication 
Treatment of cannabis withdrawals 


Treatment of cannabis dependence 


o Pharmacological approaches 


0 Psychosocial approaches 
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© In general, the acute toxicity of cannabinoids 
considered to be low 
© euphono, 
© perceptual distortion, 
© continuous giggling, 
© sedation, lethargy, 
© difficulties in the performance of complex 
mental processes, 
© impaired judgment and social withdrawal 
© Physical signs of conjunctival 
hyperemia, increased appetite. dry 
mouth, tachycardia 


© Panic and anxiety attacks -most commonly 
reported chiatric symptoms related to 
cannabis intoxication 
© Treatment: Benzodiazepines 
© Acute psychotic episodes 
» Contusion, disorientation, amnesia, depersonaliz 
Glion, delusions, hallucinations, paranoid 
ideation, chomotor agitation, labile 
attect, and hostility 
© Usually disappear after a maximum of one 
week abstinence 


Training on Substance Use Diso 


Presentation: Treatment of cannabis 
abuse and dependence 


; 7 nm 


Difficult to demonstrate physical dependence 
© Abuse liability and dependence potential less 
compared to heroin and close to alcoho! 
Alcohol (15%) 
Tobacco (32%) 
e Cannabis (7%) 
» 10% of people who try cannabis will progress to 
daily use'for some period of their lives 
A turther 20 % to 30 %- on a weekly basis 


Tackycands wth acute dosage. bradycarda exth chromic mse. 
| Visoddanon, coapeactral redaes, poster Eypotesce 
Iecreased cexpet and sryocandkal cxypee demacd 

| Tecreased wot ane dove, decreased with dirmene wie. 


) Scuall doses calm. Larger doves depress 

| Coaghang be tokerance develops 

| From chrouse sanolong 

| Decreaed sanncalar porsmee 

Cronx use agaured tocenodal any of macrophage in lone 20d spleen 


Astumdcogeme. decreased sperm comm and sper moniizry (wr chrome wie, bet toleraace muy 
develop). 


Soppresicoa of ovulanan, complex effects on prolactn secretion, mcreased obsteme risk with 
cheese we. 


Reports of 
Death by brain infarction 
© Coma in children 
Cardiac arrhythmia 
Acute myocardial infarction 
Transitory ischemic attacks 


Higher prevalence of cannabis use among 
drivers involved in accidents than in general 
population 


Cardiovascular effects, such as palpitations 


Propranolol 
Rimonobant 


Comatose patients 
A therapeutic test in coma states of unknown 
origin- Flumazenit 
Case reports of recovery of cannabis 
intoxication with Flumazenil 
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Cannabis induced psychotic symptoms 
» Antipsychotics can be used 


\ 


© Agonist? Antagonist? 
» No robust evidence as of now for 
pharmacological treatment 


© Buspirone 5-HT (1A) receptor agonist 

» Dopamine agonist Catechol-O-Methy| 
Transferase (COMT) Inhibitor- entacapone 
Naltrexone- may increase the cardiovascular 
and intoxicating effects 
Norepinephrine Reuptake Inhibitor- 
Atomoxetine 


» Change Environment 
Seek Organized Help 
Social Support 


Changing one's environment may be 
most helpful 


Identification of high-risk situations and triagers for 
cravings 7 

How to say no to buying or using cannabis 
Development of skills to c ope with cravings 


8.9. self-talk, distracting activities diary to document 
how cravings are manoged 


Identifying alternative pleasurable activities 
Leaming to cope with lapses 

may develop a personal emergency plan 
Creation of a personal self-help sheet 


documenting the & its of Not Using Cannabis. risks 
of Using and high-risk situations 


abis withdrawal 

© Main symptoms are anxiety, irritability, 
depressed mood, restlessness, disturbed 
sleep, G-l symptoms, decreased appetite 

© Most symptoms begin during first week of 
abstinence and resolve after a few weeks 


SOX Treatment 


CIol Te = 
© Abstinence not the only meaningful outcome 


© Goals may include controlled use as well as 
abstinence 


© Brief therapies -good compliance & efficacy 


© Developing alternative routes to benefits 
patients feel they get from cannabis 


© Address issues like housing, transport and 
childcare which might impede progress 


© Motivational Enhancement Therapy 
© Relapse prevention 

© Cognitive Behavioral Therapy 

© Family education 


Addictive beliefs (e.g. belief in needing 
substances to maintain Psychological 
balance, for the relief of low mood and to 
gain pleasure) 

Permission-giving beliefs such as 

‘Everyone else is using’ and ‘I deserve it’ 
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Psychosocial treatment 


© Unsuccessful quitters focus on desire to 
quit. but do not sufficiently plan strategies 
for coping. 


© More symptoms of depression and stress 
© Less education 
© Lower exposure to formal treatment 


© Higher day-to-day exposure to other 
cannabis users 


© Higher cannabis dependence scores 
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Treatment: more of psychosocial than 
pharmacological 


© Brief interventions are found to be 


effective 


Complete abstinence always need not 
be the target 

Need specific focus on increasing 
motivation to abstain/ decrease use 


Day 7: Session 2 


Emergency situations in substance use disorders 


Objectives 


* To familiarise the participants to various emergency situations related to 
substance use disorders 


* To build participants’ skills in diagnosing and managing some common and 
important various emergency situations related to substance use disorders. 


Material and method: this session would require about 60-90 minutes, to be conducted 
with the aid of flip-charts / white-board and markers and PowerPoint presentation. 
Steps 


In this session the discussion moves forward along with the PowerPoint presentation 


Highlights of the presentation:t 


Clinical presentation of emergeincies in substance use diorders 


Approaches to unconscious patient and patient with abnormal / 
agitated behavior 


Diagnosis and management of overdose / intoxication 
o Opioids 

0 Alcohol 

0 Inhalants 

0 Sedatives 

o Stimulant intoxication 


Diagnosis and management of withdrawals 


0 Alcohol (including Delirium Tremens) 


o Benzodiazepine 

o Opioids 

o Stimulant 

Other emergencies 

0 Disulfiram Ethanol reaction 


0 Methanol poisoning 
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Presentation: Emergency Situations related 
to Substance Use Disorders 


EMERGENCY SITUATIONS 
RELATED TO SUBSTANCE 
USE DISORDERS 


INTRODUCTION 
ny) 


> use disorders are known to produce 


Typical presentation in casualty 


Complications 


“Less” of d of drugs 
ae hese (Adverse 
(withdrawal) reactions / 


interactions) 


e complications can bring the patient to 
emergency room 


Typical presentation in casualty 


as 


Unconsciousness / Coma 


APPKOACH TO 
UNCONSCIOUS PATIENTS 


cilitators 


Ei 
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| unconscious 
: 


(A) maintenance of a free airway, 
(B) support of breathing with artificial ventilation 
(C) support of circulation 


Glasgow Coma Score should be obtained. 
Toxicological testing 


Consultation with the neurologist 


“coma cocktail” 
(Dextrose, thiamine, naloxone, flumazenil) Blood chemistry, ECG, lumbar 
Fa puncture and CT-scan 
ff 
—, 


Rule out other medical causes 


Consider substance intoxication 
Overdose/accidental ingestion 


Look for features of 
Alcohol, Opioid, Sedative-hypnotic, inhalant 
Intoxication 


Resp depression, hypotension, Respiratory depression, hypotension, decreased 
Constricted pupil, hand staining, needle reflexes, hypothermia, nystagmus, skin blister, 
marks, breath smell, perioral rash, 


Urine for bedside test. Alcoholic smell in breath Skin blister | Rash around mouth 


Oplold overdose! toxicity 


Alcohol Intoxication/overdose Inhalant intoxication 
Pa Sedatives/hypnotic 
Intoxication or overdose 


(A) maintenance of a free airway, (B) support 
of breathing with artificial ventilation and (C) 
support of circulation withe.g., intravenous fluids 
and vasopressors to maintain blood pressure and 
adequate cerebral perfusion. Cardiac monitoring 
by ambulance or mobile intensive care unit 
personnel is essential. Oxygenation of the 
patient should be considered in any comatose 
patient who is hypoxic dextrose 0.5-1 g/kg (or 
hypertonic glucose 30 or 50%) should be given to 
every patient with hypoglycaemia less effective 
in poisoning with d-propoxyphen (Depronal®), 
pentazocine (Fortal®) and buprenorphine 
Flumazenil should be given slowly and by 
titration (0.1 mg/min) without exceeding a total 
dose of 1 mg 


OPIOID OVERDOSE : PREVENTION AND 6 
MANAGEMENT 
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Opioids - Action , Mpioids - Action (contd.) 


* Opioids act on the brain and produce a 


number of effects After continuous use of opioids, an 


individual develops ‘tolerance’ for the 
Opioid 
The individual has to increase the dose to get the 
same effect 
Use of lesser quantity leads to development of 
withdrawal’ symptoms 
However, tolerance does not develop for 
the respiratory depression effect of opioid 


* Apart from getting a high, the users also 
experience the following effects 
Drowsiness: due to ‘depressant’ effect on the brain 
Suppression of cough: due to the effeet of Opioids on 
t Drain cough centre 
Constriction of the pupils in the eyes 


Constipation: due fo the effect of Opioids on the gut 
system 


Suppression of respiratory centre in the brain 


Individual ‘at risk’ for overdose 


Opioid Overdose Risks Factors for Opioid Overdose 


= Overdose - Intake of dose in quantity (dose) 


* Staying away from drugs 
which is more than the body can handle 


If the individual has abstained from taking 
opioids for some period (even as less as 3 
clays) due to any reason (e.g. 
imprisonment, detoxification) 


Individual starts having discomfort 
Life threatening symptoms appear ° 


= Change in the purity of the opioids 
In case, the purity of the drug increases, even 
if the quantity is the same, the individual may 
have overdose 


Individual may die if he/she is not provided 
adequate medical care 


Risks Factors for Opioid Overdose Signs of. Opioid Overdose 


(contd.) 


° 


Mixing different type of drugs 


If opioid mixed with alcohol, 


benzodiazepine Bic also 


inhibit the 


respiratory centre imthe brain 


Physical illness or recent infections 
T ndividual will not be able to tolerate the 


Presence of the following three symptoms/signs 
confirms opioid overdose: 


Coma: a state of unconsciousness, in which a person 
cannot be awakened and fails to respond normally to 
painful stimuli, light or sound 


Pinpoint pupils: constriction of the pupils of eye > the 


sa se, if he/she is suffering from physical 


ia pupils become smaller in size 
illness or recent infections 


Respiratory depression: difficulty in breathing, finally 


Mental health leading to stopping of respiration 


In case of depression, the individual may 
atternpt suicide by overdosing himself/herself 


Oo 


Other Signs of Opioid Overdose Overdose Prevention - Education 


Can't be woken up Gasping, gurgling, or 
by noise or pain snoring 


« Avoid mixing drugs eee 
rapether inject first and wait for ito take 

effect before yourstart drinking 

Blue or ashy lips and Choking sounds 

fingernails from lack 


iti » After abstinence, if you are using opioids: 
Vomiting 
of oxygen 


ivide the normal dose in half, do a-tester 
shoe and allow the drugs to take’ effect before 
7 Pale face > you do more 
Slow breathing (less ) } : meee 
Try changing the route of administration, tha 
onan aa \ gedai | 3 44s you usually inject, try snorting” oe 


ee 
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Overdose Prevention - Education 
(contd.) 


» If you have a new dealer or unfamiliar 
supply, use a small amount at first to 
see how strong it Is. 


» Avoid using alone; if you overdose, you 
need someone around to help. 


» Take care of your health. 
Eat well, drink plenty of water, and 
sleep properly. 


Overdose Management (contd.) 


° 


» Stimulation (Wakening): try to wake them 
up by - 
Calling their name 
Shaking them 
Pressing the breastbone with your knuckles. 


* Call for medical help: 6 
if the client doesn’t respond to noise or pain, call 
for medical help 
Put the person in the recovery position 
Do not leave the client alone 


Recovery Position 


Rescue Breathing 
STEP - 1 


Overdose Management 


» First aid should be 
provided before 
medical help 

eirives 


» Remember the 
acronym ‘SCARE 
ME’ 


Overdose Management (contd.) 


the client.is not breathing > 
rescue breathing should be 
cone 


To check for breathing put your ear near the 
person's mouth and nose to listen for breath 
sounds while watching the chest to see if it is 
rising and falling consistently 
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Overdose Management (contd.) 


Muscular injection of Naloxone 


Naloxone is a specific antidote to treat 
Opioid overdose 


Naloxone reverses the life threatening 
symptoms caused by overdose 
iT wakes you up and makes you breath 


It has no effect except in the presence of 


opioid drugs 


lt is routinely used in Emergency Medical 
Services 


Overdose Management (contd.) 


jate and Support 


Are they breathing on their own? 


he breathing started after the rescue 
ing? 


proceed to the next step. 


orous OF Comaiose 


y and circulatory support 
te and physical observations 
1-threatening environment 


fer to general medical service 
ther substances 


edical iliness 
a inconsistent with estimated measured 


INHALANT INTOXICATION 


* Evaluation : 
MM 1 evaluation- Hemograr BUN; LFT. creatinine 


of the intoxication, such as 
aryngospasm, cardiac 
sma, or burns, need treatment 
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Overdose Management (contd.) 


Intramuscular (IM, inside the muscles) or Sub- 
cutaneous (SC, below the skin) routes may be 
used (at same doses as mentioned above), if 


1 


Intravenous (IV) administration is not feasible. 


It takes one to five minutes to act, and lasts for 
60-90 minutes 


Overdose may return because Naloxone 
wears off faster than heroin and other 
Opiates. 


It is important to continue supporting the person 
for a couple of hours following overdose. 


What not to do while helping 


Don't leave someone who's overdosing alone except if 
you absolutely must leave the area to Call for help, he/she 
could stop breathing and die 


Don't put him/her in the bath: the person can die 


Don’t give him/her anything to drink or induce vomiting 
he/she could choke. 


Do not make him/her drink salt water, or put salt in 
his/her mouth. This does not help. On the 
contrary, he/she may choke. 


Do not inject salt water as this is dangerous and can 
cause sudden death among the clients. 


ALCOHOL INTOXICATION 


Treatment 
Symptoms tends to subside over time spontaneously 
Symptomatic management 
* Treatment of hypoglycemia 
Inj. Thiamine 100mg i.v./i.m immediately 


If respiratory depression —Assisted mechanical 
ventilation + inj, Flumazenil 


SEDATIVE/HYPNOTICS 
INTOXICATION 


* Evaluation for respiratory depression and 
hypotension: 
* Treatment 
Supportive care. 


BZD intoxication- Inj.flumazenil 0.1-0.2mg i.v over 30- 
60sec-can be repeated every 1-2.min 


DELIRIUM 


e Acute onset of fluctuating cognitive impairment and Time: 


disturbance of consciousness with reduced ‘ability to » Time, day, date, month, year, season, recent festival 
attend 


e Typically, the symptoms fluctuate and are worse at Place: 


night + Setting, city, floor, distance from home, way to 
" bathroom 
e At risk 


postoper atients, and those who 


CAUSES OF DELIRIUM DELIRIUM 


Intoxication with drugs — opiates, sedative 
hypnotics, alcohol and psycho stimulants. * Evaluation: 
anticholinergic o cid bas 
agents, anticonvulsants, agents, steroids. 


Withdrawal syndromes—Alcohol, sedative 
hypnotics, barbiturates 


Metabolic causes 

Infections 

Head trauma 

Epilepsy—lctal, interictal, or postictal 


DELIRIUM-SUPPORTIVE MEASURE 


¢ Education 

© Reality orientation -Use of clocks and calendars 

* Creating an environment that optimises stimulation 
Adequate lighting, reducing unnecessary noise. mobilising patient 
whenever possible Q 

* Correcting sensory impairments 
Providing hearing aids, g| tc 


¢ Ensuring adequate warmth and nutrition 
¢ Making environment safe 
Removing objects with which patient could harm self or others 


» Correct metabolic, nutritional, electrolyte and fluid 


abnormality Abnormal Behaviour / Agitation | 


Hand tremors /sweating 


Hand tremors /sweating 
finsomnia 


finsomnia 


HIO recent intake of substance | H/O recent reduction/cessation 


Tachycardia, hypertension, pupillary 
dilatation 


Euphoria, mood lability, abusiveness 
| grandiose, paranold ideas stereotype 
| movements, illusion/hallucination, 


: 


Hyperthermia, perforated nose Ory mouth, conjuctival injection Hypothermia, No 
needle mark, cardiac grandiose ideas, dysphoric 
arrhythmia, stroke, SZ : mood, PMA-agitation 
Bedside test for urine 
Urine for examination 


2 IE TORR 
Aerbenine is into 
nication | 


aterm 
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STIMULANT INTOXICATION 


Diagnostic investigations 
nne screening for use of illicit drugs 


infarction) 


with an abnormal mental 


Acute MA intoxication, unless delirium or 
psychosis is present, seldom comes to medical 
attention. Most cocaine users who come to an EA 
with drug-related complaints have not used the 
drug for several hours, and peak plasma levels 
have already subsided, especially if the cocaine 
was injected or smoked 


STIMULANT INTOXICATION 


Lathargy/tatkquelinsomnia 
SOT 


Ne MIO recent reduction / cessation of 
Substance mtake 


Haind tremor / ‘pupillary dilation! Pupillary dilatation! lacrimation/ Psychomotor retardation 
fachycardia/ sweating! hypertension | ¢itinorhea! HTN? lachycardia/ isteap”{ 
; piloerection 


ALCOHOL WITHDRAWAL 


+ Usually symptoms starts appearing 6-48 hrs after 
the last dose 

+ Generally,resolves within 3 days, but can last up fo 
7 days 
The 2" day often the most difficult 
Tremor is most reliable sign: postural and intention 
not resting 


{ Cocaine Istimulant 
withdrawal 
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ALCOHOL WITHDRAWAL 


‘ Abrupt cessation of doses above 50 m 
+: Indication far admigaign or the equivalent can result in seizures, ps 
Severe withdrawal symptoms delirium 
Withdrawal more severe with 


derlying anxicély C 


Withdrawal seizure 
Delirium tremens - 
Multiple previous withdrawals 

Concomitant psychiatric illness 


Recent high level of alcohol consumption Treatment: Initiated if pt develops tremors, | body 


temperature, agitation or delirium 
Longer acting BZD is used- Dose gradually reduced 


pregnancy 


OPIOID WITHDRAWAL OPIOID WITHDRAWAL 


Usually mild in patients taking opioids at therapeutic doses « Treatment 


More severe after high-dose use and with psychological 
dependence 


No serious medical complications unless ° 
pregnant, newborn 0 : 


Begins as early as six hours after last use (with short acting 
opioids) 


Often peaks at 2-3 days . : bs 

Physical symptoms largely resolve by 5-7 days Buprenorphine 

Psychological symptoms may persist for weeks/months Dextropropoxyphene 
e Varies with half life of particular opioid ‘ Sedatives 


a oy ae i 4 “Sudden loss of consciousness 
COCAINE WITHDRAWAL Generalized shaking and stfiness, usually < 1 min 
: Confusion, drowsiness for 1-2 hours after this 


No medical treatment 
Suicide, relapse are main risks 
Watch for paranoia, psychosis 


Detoxification for cocaine requires no treatment 
other than abstinence 


«Sudden loss of consciousness 
Generalized shaking and siiffr: 
Confusion, drowsiness for 1-2 hor 


Do not restrair 
Pillow under head 
Nothing in mouth 


Place in recovery positic 
wot ie y Powe Place in recovery positior 


10mg / Phenytoir 


Look for signs of withdrawal | Look for signs of intoxication Independent 
seizure disorder 


*Alcohol Stimulant 


*“AZD Dextroprophoxyphane 
Pentozocine 
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ALCOHOL WITHDRAWAL SEIZURE WITHDRAWAL SEIZURE 9 


> prevalence 10-15% for withdrawal 


Ire occurs within 24 to72 hrs after last drink 
alized tonic clonic seizure, multiple ‘and self 


* Treatment : 


bnor 


od or if status 


DELIRIUM TREN 
° 


Severe complication of alcohol withdrawal 
Occurs in 5% of patients 
lly life threatening if untreated: 20% 
mortality 
With treatment: 10% mortality 
Cause of death 
(mia, dehydration, electrolyte 


« Alcohol withdrawal delirium usually lasts 48 to 72 hours, 
. but may last longer duration 


DELIRIUM TREMENS 


# Risk factors for ine development of DTs: + Evaluation and management. 
S . Vigorous inpatient treatment- 
Control of agitation and reduce CNS hyperirritability 
| problems dehydration, unrecognized head 
fections (including 
strointestinal h hage, pancreatitis, liver 
ent illness 9 ocardial infarct 
f days since last drink ~ \f neurological deficit’ present require neurological workup 
* MONITORING 
« Vital signs should be monitored regularly in all patients 
+ Frequency of medication administration, concurrent medical 
conditions. 


tained Drinking 


DELIRIUM TREMENS 
- Treatment Lorezepam, 1 to 4 mg intravenously every 5 to 15 
A quiet room with good lighting.and environmental cues may 5 : ; : nas : 
help reduce confusion minutes, or lorezepam, 1 to40 mg intramusc ularly 
Me anablagtssl ea nibs tet every 30 to 60 minutes, until calm, then every 
Thiamine 100mg i.m stat then 100mg tid ‘i in ligl ; lence 
as ede Oo maintain light somnolence. 
Fluid and electrolyte balance should be maintained, and hour as ne ede d a : f 
monitoring of fluid inp and OOIPIM ant era ed Diazepam, 5 mg intravenously (2.5 mg/min). | 


may be required Meet . itflactive rene > 2 
Diazepam, 5 mg intravenously (2.5 mg/min). {f the initial the initial dose is not effective, repeat the dose in 
dose is not effective, repeat the dosejin 5 to 10. minutes 5 to 10 minutes 


Haloperidol, needed for severe 
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Training on Substance 


WERNICKE'S ENCEPHALOPATHY WERNICKE'S ENCEPHALOPATHY 


Evaluation ; 


« Itis characterized by opthalmoplegia, weakness a Neurologica a F j 
staggering gait, and confusion Assessment of 2 
Confusion marked by apathy, slowed response and Measurement of thia 
disorientation Niort 2 

~ 6" cranial nerve palsy, strabismus , dysconjugate gaze and 
nystagmus 

« If treated resolves in days — progress to Korsakoffs 
syndrome 

Abrupt onset 
Truncal ataxia Prognosis: 

Celnanoees > Largely. reversible if intervened timely 
Mental confusion 


Thiamine 100mg i.m. tt 
ima 
Correction of nutritional deficiency 


- Alcohol detoxification and rehabilitat 


DISULFIRAM ETHANOL REACTION DISULFIRAM ETHANOL REACTION 


« The reaction occurs in a patient who are on ~ lage aekeny 
disulfiram exposed to alcohol or alcohol containing aber aay 
beverages Palpitations 
« Other causes of a disulfiram-like reaction include Dyspnoea 
Chlorpromazine 
Sulphonylurea = Treatment : eae 
Mee svaveloii usin of ux sohte, cold, 
Anti- scabetic monosulfiram presser agent such as norepinephrine 
Cephalosporin (cephamandole) 


Procarbazine 


METHANOL POISONING 


* Methanol is highly toxic alcohol = Later the following signs and symptoms appear 

* |tis adulterated with ethyl alcohol and leads to Shallow.respiration, cyanosis, tachypnea, seizures 
toxicity — toxic metabolite blurred vision later leads to blindness 

* Clinical features Mild to profound loss of memory, confusion, and 

agitation, which may progress to stupor and coma 


12-24 
Starts 12-24 hrs after ingestion severity. of the acidosis increases 


Initially drowsiness, confusion, and 
ataxia, weakness, headache, nausea, vomiting, and 
abdominal pain 


Profound: hypotension and cardiac arrest 


METHANOL POISONING APPROXIMATE DURATION OF DETECTABILITY 
OF ABUSED DRUGS IN URINE 


* Treatment Substance Urine 
Alcohol 16-24 hrs 
Amphetamine 1-4 days 
Barbiturates 1-21 days 
Treatment of respiratory depression & hypotension Benzodiazepines 1-42 days 
Treatment of metabolic impairment Cannabis (single use) 48-72 hrs 
Specific treatment- inj. Fomepezol Cannabis (habitual use) up to 12 wks 


Cocaine 4-5 days 
4 methyl pyrazole along with ethanol to be used for Codeine/Morphine 2-4 days 
treatment ; 


Heroin 8 hrs 
Methamphetamine 3-5 days 
PCP. Cee j 3-7 days 


Gastric lavage, use of activated charcoal, - no induction 
of emesis 
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CABILITY OF ABUSED DRUGS IN EMERGENC Y ROOM EQUIPMENTS « 


re available for 
clidine, cannabis, opiates 


* Mechanical ventilator 

* Defibrillator 

+ Intubation kit 

* Oxygen and 

* Vital monitors 

* ECG machine 

* Alcohol breath analyzer 

+ Emergency detection kit for substance use 


io) 


MEDICATIONS CONCLUSION 


Number of emergency situations are closely 
related to medical problems associated with 
substance use 


These are usually dealt by a team of professionals 


All the medical causes to be ruled out before 
substance related emergency is considered 


Comprehensive approach can bring good outcome 


THANK 
YO is 
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Referral to Specialists 


Objectives 


* To discuss with the participants various ways to identify cases which would 


warrant referral to a specialist 


° To enable participants to plan establishing referral and linkage services with 
specialists 


Material and method: this session would require about 60-90 minutes, and will be 
conducted as a group discussion. Flip-charts / white-board and markers can be used to 
steer the discussion. 


Steps 


1. Begin by generating an open discussion on what kind of cases can be managed by 
the general duty doctors (participants) and which cases would warrant a referral. 


2. Emphasize that the cases with the following characteristics may need referral: 


a. Substance use disorders with serious psychopathology (which warrants 
assessment and management by a psychiatrist) 


b. Substance use disorders with serious physical co-morbidity which cannot be 
managed at the district hospital 


c. Substance use disorders with history of multiple treatment-failures 


d. Substance use disorders with emergency situations which cannot be managed at 
the district hospital 


3. Emphasize, that destinations for such referral could be: 


Medical college hospitals which have a functioning psychiatry department with 
a drug-treatment centre 


b. Psychiatrists working with the government sector 


c. Super-specialty hospitals which can manage associated physical co-morbidities 
and emergencies 
4. Highlight that following steps could facilitate the referral process 
a. A pre-existing familiarity with the referral destination 
184 
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A personal knowledge about the specialist service-providers 
A brief clinical summary can be provided to the patient with referral note 


Patient should be encouraged to come back and provide a feedback about the 
referral process 


Emphasize that with passage of time and gaining more experience by the 
participants, fewer patients would need referral 


Conclude with the reiteration that most cases of substance use disorders can be 
managed in the participants’ own settings 


wn 
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Linkages with community services 


Objectives 
To discuss with the participants establishing linkage with various community services 


Material and method: this session would require about 60-90 minutes, and will be 
conducted as a group discussion. Flip-charts / white-board and markers can be used to 


steer the discussion. 


Steps 
iv 


Begin by generating an open discussion on what kind of services drug users 
may require. Additionally what kind or interventions should be in place in the 
locality / community affected by substance use problems 


Emphasize that the following kinds of services are important: 

a. Drug Treatment services 

b. Prevention services for at-risk groups / for general population 
c. Harm reduction services for drug users 

d. Vocational rehabilitation services 

e. Other social support and welfare services 


Suggest that participants should take the following steps to establish a referral 
and linkage network: 


a. Make a list of various services / resources available in their city / district (“A 
resource directory”) 


b. Anideal directory should not limit itself to providing just the names of services 
but should also provide other details (like contact persons, address and phone 
numbers, nature and types of services offered, timing and other logistics, costs 
and charges etc.) 


Following preparation of such a directory participants should make an attempt 
to contact each of the service providers. A system of cross referral can be 
established whereby other service providers can refer appropriate cases to the 
district hospital for drug-treatment and vice versa. 


Note: As an option, the facilitators can ask participants to note (just from the 
memory) names of some services available in their area. While the output of 
this exercise would not be a finished product, but the process itself may catalyse 
thinking and planning in terms of preparing a resource directory 


Note: A resource person working with the NGO sector (drug treatment centre, 


supported by the ministry of Social Justice and Empowerment) can also join this 
session as a co-facilitator. 
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ote: This time-slot can be utilized to discuss those issues, which have not been slotted 

discussion in the training program, or issues on which the participants demand further 

extra discussion. Alternatively this time can be utilized by exposing the participants to 
e cases which are seeking treatment. 
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Setting up and initiation of drug treatment services 


Objectives 


¢ Toacquaint the participants with various issues related to setting up and initiation 
of drug treatment services 


* To provide the participants an outline of how to handle various issues related to 
setting up and initiation of drug treatment services 


Materials and method: The session would be conducted in 120 minutes using powerpoint 
presentations and discussion with the participants. The following materials would be 
required 


¢ Projector and laptop for powerpoint presentation 
¢ Whiteboard with pens 
Steps 


¢ Use the PPT provided for presentation and discussion 


Highlights of the presentation:t 


e Issues and considerations related to setting up and initiating drug 


treatment services 


e Factors influencing the uptake of services and client retention 
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SETTING UP AND INITIATING 
DRUG TREATMENT SERVICES 
© 


ISSUES AND CONSIDERATIONS 


Issues in setting up drug treatment 
services 
fy 


oF, 
+ Where will the centre be located (Location of 
centre)? 
* What infrastructure are required at the centre 
(infrastructural requirements)? 


* What kind of staff would be required (Human 
resource)? 


* What the necessary equipment required at the 
centre (Equipment)? 


Issues in setting up drug treatment 
SETMILes 
* What are the medicines required at the centre and the 


logistics in ensuring smooth-uninterrupted supply 
(Medicine supply)? 


+ How will the patient’s come to know of the services 
and how will they be recruited (recruitment process)? 


+ How will monitoring and supervision be conducted? 


+ What will the records maintenance system be? 


i PEE Es BRIT 


Issues — location of centre 
, 


+ Outpatient services only or combined outpatient and 
inpatient services? 


* MYTH: Drug treatment services can be provided in 
inpatient setting only. 
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SETTING UP AND INITIATING DRUG 
TREATMENT SERVICES 


se Disorders: A Module for Facilitators 


Before showing this slide, initiate a discussion 
with participants on the various aspects that 
one would consider while setting up a drug 
treatment service. Note down the responses on 
a chart paper. After enough responses have been 
generated, show this slide 


Generate a discussion among the participants 
on the outpatient and inpatient services in 
terms of advantages, disadvantages, feasibility, 
requirements, etc. conclude the discussion by 
stating that many physicians, drug users and 
their family members feel that inpatient services 
alone would benefit the patients. However, this is 
a myth, as majority of the patients can be treated 


in an outpatient setting. 


Issues — infrastructural requirement 


© 


+ Infrastructure depends on whether the services will 


} 


be outpatient or inpatient 

+ Majority of patients can be treated on outpatient 
basis; minority require inpatient services 

* Centre may start with outpatient services, and 


gradually expand to inpatient services depending on 
availability of support to initiate inpatient services 


Issues — Human resources 
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¢ Minimal human resources required for running a 
drug treatment centre 


| Doctor: overall in-charge of a drug treatment centre 


o Roles/responsibilities 

= Patient care: assessment, making diagnosis, ordering 
investigations, providing treatment, follow-up, referral as 
and when needed 

« Administrative: liaison with all the staff of the centre, 
administrative officers, financial officers, and the hospital 
in-charge 

« Supervisory: overall supervision and day-to-day functioning 


Issues — Human resources 


(©) 


_ + Nurse: Roles/responsibilities 


© Providing nursing care 

o Dispensing of medications 

© Minimal counselling for the patients 

o Provide emergency care in the absence of the doctor 


+ Other staff: guards, sweepers, pharmacists, office 
boys, etc. 


Issues: Medications 


© 


Medicines for drug 
treatment 


Benzodiazepines — tab. 


General medicines 


* Analgesics — NSAIDs (e.g. 
Ibuprofen, Diclofenac) Diazepam, lorazepam 
* Antipyretics (Paracetamol) Diazepam injections 
. pm ae choose Disulfiram tablets 
lepending on the resistance i 
pattern in the community ignnom Leia 
* Dressing materials for Tab. Clonidine 
abscesses Tab. Buprenorphine (0.4 & 2 
* Emergency tray with mg strength) 
medicines Tablet Naltrexone and 
Acamprosate 


+ Outpatient services: no major infrastructural 
| requirement 
© Separate rooms for doctor, counsellor, 
o Waiting area for the patients 
o Basic needs — toilets, drinking water, registration 


_ « Inpatient services: 
o Ward with beds 
o Rooms for assessment, nursing station, counselling 
o Basic needs — food, toilets, drinking water, recreational 
facilities if possible 


Issues — Human resources 


© 


¢ Counsellor: Roles/responsibilities 

o Providing counselling services to the patients 

o Providing counselling services to family members 

© Assist the doctor in basic assessment 

© Provide community based follow-up, including home 

visits, if required 

© Liaise with other centres within the hospital (other 
departments) and outside (NGOs, charitable 
organisation, etc.) as and when required 


Issues: Equipment 


© 


| * Basic equipment required for operating a drug 
treatment centre 
© Tables and chairs 


© Waiting tables for patients and family members 


© Patient examination : stethoscope, BP apparatus 
(sphygmomanometer), thermometer, torch, examination 
table, ete. 
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Issues: Recruitment of patients 


© 
+ Recruiting patients for drug treatment requires 
planned and sustained efforts 
© Betief among drug users and their family members that it is 
not possible to treat drug use 
© Belief that drug users can be treated only by long-term 
residential care which is not provided in Government hospitals 
© Feel stigmatised and discriminated against by service / 


© Belief among drug users that Government hospitals are not 
friendly and caring towards drug users 


Issues: Recruitment of patients 


Issues: Recruitment of patients 


© 
© Activities to initi , tel 
Li oe 4</Liaison: activiti 
+ Individual meeting with the head of the departments 


« Aone-day CME/sensitisation workshop on drug use related 
o Topics ~ drugs, their effects, harms related to drug use, 
various strategies to manage drug use problem, treatment 
A drug use, etc. 


Issues: Recruitment of patients 
@ 
+ Activities to initiate recruitment of patients 
« Conducting outreach programmes 

- Visiting places where drug users frequent — for e.,, 
place where drugs are used, where drug users rest after 
using drugs, etc. 

« Motivating the drug users to seek treatment 


s Media 
- Sensitisation of the local media: print and electronic 
- Loca) advertisements 
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Before presenting this slide, discuss with the 
participants on how they would recruit the 
patients. Ask them “would patients come on 
their own, if a drug treatment centre is opened?” 
Clarify that unlike other treatment services, 
certain efforts have to be made in the initial period 
to ensure that clients visit the centre. Also inform 
them that these efforts are required only in the 
initial period. Once few patients are treated, they 
and their family members themselves would 
start advocating for the centre, and would refer 
other patients who need treatment 


Before presenting the bullets on various 
departments, the presenter can ask the 
participants on which departments need to be 
considered for liaisoning. 


Issues: Recruitment of patients 


« Activities to initiate recruitment of patients 
2 Network/liaison with NGOs: NGOs providing the 
following services can be contacted for referral of 
patients 
» Targeted intervention for Injecting Drug Users 
~ Rehabilitation centres 
« NGOs running food and shelter programmes 


_ Sensitising local community ; 
~ Meeting with local leaders, general community 
» Organising school based programmes 


S—_—_ 


Issues: Record mai ntenance 
© 
+ Record maintenance is an important aspect of 
running treatment services. 
* Basic records to be maintained 
© Client file, mentioning the following details: 
- Socio-demographic details sialic 
ing current status, com » 
atlas es ber seeking history, motivation level 
- History of medical illness, family history, personal history 
« Examination 
Diagnosis of drug use disorder 


Issues: Record maintenance Issues: monitoring and supervision 


| . iodi i ired for 
i : iption of medicines by the doctor _ + Periodic monitoring of the services required 
© Prescription card: prescription of m y “ie gi | 
© Patient card: card containing details of medicines prescribed; © Interaction with staff on regular basis 


to be retained by the patient 
o Inspection of functioning of the centre/services on regular 
basis 


© Consent form as and when applicable 


o Dispensing register: containing details of the medicines © Clinical audit of the records maintained 
dispensed to the patient 
o Interaction with the patient and assessing satisfaction with the 


© Follow up: details related to the patient during follow up visits services provided at the centre 


| 


Enhancing treatment utilisation 


© 


+ Regular supply of medicines important for smooth | ¢ Factors influencing treatment utilisation and client 
functioning and attracting patients to the centre adherence to treatment: 


. * Tips for ensuring uninterrupted supply: © Type of treatment available: 
© Tender for medicines well in-advance » Awider menu of treatment options can cater to larger group of 


| 
| 
| 
© Maintain a strong supply chain mechanism | i Resularity ofaveilabala E 
; 
; 
/ 
; 


Ensuring regular supply of medicines 


« Regularity in terms of availability of staff as well as opening of 


o Keep a record of consumption with an eye on expiry dates 2 ih ofc 


© Monitor monthly consumption of medicines 


© Maintain a buffer stock of atleast 3 months at all times 


Conclusion 
© 

+ Setting up and initiating services requires various 

issues to be considered 


Enhancing treatment utilisation 
¢ Factors influencing treatment utilisation and client 
adherence to treatment: 


o Attitude of staff: 
« should be non-judgmental, calm, reassuring 


+ Initial recruitment of clients requires establishing 
referral networks as well as liaisoning with various 
depatments, NGOs, and other stakeholders 


o Supply of medicines: 
» uninterrupted availability of medicines for treatment is important 


© Hassles in seeking treatment: 


» lesser the hassles in registration, meeting doctor, getting 
medicines, more is the adherence rates among clients 


« Anumber of factors influence service utilisation as 


well as retention of clients, including regularity of 
services provided and attitude of staff 
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National programmes related to Drug Abuse 


Objectives 


* To develop participants’ understanding about various national programmes 
related to management of drug related problems in the country 


* To provide the participants an understanding on their role in the national 
programmes 


Materials and method: 


The session would be conducted using powerpoint presentations and discussion with the 
participants. The following materials would be required 


¢ Projector and laptop for powerpoint presentation 
¢ Whiteboard with pens 
Steps: 
Step One: Use the PPT provided for presentation and discussion 


Step Two: after the presentation, generate a discussion among the participants on 
their role in the national programmes. For this, divide the participants into 3 - 4 
groups depending on the number of participants. Ask each group to identify the 
roles of doctors, nurses, and other paramedical staff in conducting activities related to 
management of drug abuse under various national programmes. Ask each group to 
identify one member among themselves who would present their discussion. Give 
the group 15 minutes to discuss among themselves and note their responses on a 
chart paper. Ask each group to present their discussion in front of all the participants. 


Highlights of the presentation: 
Strategies to deal with drug use problems 


Programmes related to Ministry of Social Justice and Empowerment 


Drug De-addiction Programme 
National AIDS Control Programme 


National Rural Health Mission 
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NATIONAL PROGRAMMES 
RELATED TO DRUG ABUSE 


INTRODUCTION 


* The problem of drug abuse is managed 
through two broad strategies: 


+ Supply Reduction 


» Demand Reduction 


Supply reduction strategies: 
AIM: To disrupt the availability of drugs to 
users/society 


* Legal drugs: Alcohol, Tobacco 
* Restricted timings of sale 
* Restricted age of sale 
+ Restricted place of sale 
* Availability of pharmaceuticals on prescrip 

* Illegal drugs: e.g. Heroin, Cocaine, Amphetamine ) 
+ Ban on sale of drugs through laws/acts, e.g. NDPS Act _ 
+ Ensuring non-availability of drugs for consumption 

through policing, seizure of drugs, etc. | 


Supply reduction strategies 


* Agencies for narcotics and psychotropics 
* Ministry of Finance: Department of Revenue 
* Ministry of Home: Narcotics Control Bureau 
* Ministry of Finance, Department of Revenue: Central 
Bureau of Narcotics | 


* Activities: examples 
+ Regulated growth of opium for medical Purpose 
* Policing to ensure non-availability of drugs 
* Seizures of drugs 
* Destruction of illegal cultivation 


CONTENT OF THE SESSION 


Introduction 


Ministry of Social Justice and 
Empowerment Scheme 


Drug De-addiction Programme 
National AIDS Control Programme 
National Rural Health Mission 


The presenter should explain here that drug 
abuse problem can be compared to economic 
principles of demand and supply: where there 
is a demand, there is supply and vice-a-versa. 
The strategies employed are also similar: reduce 
the supply as well as demand. The participants 
should be reminded that both these strategies are 
required to manage the problem of drug abuse. 


After presenting the aim of supply reduction 
strategies, the presenter should elicit some 
responses from the participants as to the various 
activities that can be done to ensure disruption of 
the supply. The response must be noted ona white 
board. After enough responses have been elicited, 
the presenter must continue with the presentation. 


Demand reduction strategies 
AIM: To reduce the demand of drugs in the 
society 


» Strategies for non-users: Prevention 


| * Strategies for users: Treatment 
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Orug Demand Reduction 
Programme 


National AIDS. Contro! 
Programme 


Ministry. of Social 
Justice and 
Empowerment 


(MoSJE) 


Demand reduction 


MOSJE - DEMAND REDUCTION 


Approach 
» Recognize drug abuse as a psycho-socio medical 
problem 


Best handled through community based interventions 
involving NGOs/ Voluntary Organisations, 


Three pronged strategy: 

* Building awareness and educating people about ill 
effects of drug abuse. ” 

* Dealing with ‘addicts’ through community based 
interventions 

* Training and Capacity Building to volunteers/service 
providers for effective service delivery 


COMMUNITY BASED INTERVENTION 
Concept: 


» Care and Support to Drug Users by the community and within 

the Community 
Operationalization: 

» NGOs as representatives of Community, implements various 
programmes for Drug Users 

> Mobilising communities for identification, motivation and referral 
for treatment 

> Promoting behavioural changes through counselling and 
education 

» Treatment services includes detoxification, therapeutic services 
residential facilities. out patient treatment, rehabilitation, etc 
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Drug Demand Reduction 
Programme 


nily Welfare 
(MoH&FW) 


Ministry of Social 
Justice and 
Empowerment 


(MoSJE) 


Demand reduction 


MOSJE - DEMAND REDUCTION 


Strategy 


~ Recognize drug abuse as a psycho-socio medical 
problem, handled at three different levels. 


» Primary Prevention — Awareness Creation and 
Preventive Education 


» Secondary Prevention — Early identification, counselling 
and early assistance/Intervention 

» Tertiary Prevention — Treatment, rehabilitation and 
reintegration of recovering addicts into family, workplace 
and community. 


MOSJE - DEMAND REDUCTION 


Scheme for Prevention of Alcoholism and Substance 
(Drugs) Abuse 

+ Financial assistance (upto 90%) to NGOs for the following 
activities 
» Preventive education and awareness generation 


>» Running of de-addiction & treatment centers including 
Rehabilitation, Referral services, After care & follow up and 
Care & support to families of substance users 
Organizing camps in unserved areas 
Community sensitization programmes 
Surveys, studies, research and evaluation, on the subject 
covered under the Scheme, 
Innovative interventions to strengthen community based 
rehabilitation etc. 


ACHIEVEMENTS 


National Consultative Committee on De-addiction 
and Rehabilitation (NCCDR) 


National Institute of Social Defence (NISD) 
10 Regional Resource & Training Centre (RRTC) 


-401 Integrated Rehabilitation Centre for Addicts 
(IRCA) 


DRUG DE-ADDICTION PROGRAMME 


+ Initiated under the MoH&FW in 1987-88 


Scheme under central sector assistance to states 
One time grant of Rs. 8 lakhs for construction of DA 
& recurring grant of Rs. 2 lakhs for DACs in Northea 

Provision of treatment services through establishment 

of De-addiction centres (DAC) 

Ministry of Social 


Justice and 
Empowerment 


(MoSJE) + 122 DACs in the country 

+ 6 Centres established in Central Government 
Hospitals 

+ One Nodal centre at AIIMS, New Delhi 


Demand reduction 


NATIONAL AIDS CONTROL PROGRAMME 


Drug Demand Reduction First case of HIV — 1986 (Chennai) 
P : 
Ministry of Health and bias First case of HIV among IDUs — 1989 (Chennai) 


Family lfare 


(MoH&FW) National AIDS Contro! 1989-1992 


Prograrnme+.- + National AIDS Cell within MoHFW 
* Initial planning and coordination of HIV strategy 
Ministry of Social 1992 


oe Sane mk - National AIDS Control Organization (NACO) 
. + National coordinating agency for HIV preventon and care 
(MoSJE) + Supported by statetevel units (SACS) 
* Developed the National AIDS Control Programme (NACP) 


Demand reduction 


NATIONAL AIDS CONTROL PROGRAMME NACP Ill: GOALS AND OBJECTIVES 


+ Goal 


+ To halt and reverse epidemic in India over next five 
years 
CP Ill =e 
(2007-2012) + Objectives 
e., ; — scale + Prevention of new infections 


(1999-2006 coverage with e 
erred quaty” Care, Support and Treatment 
of state units assurance vergence . Strengthening capacities 
Onacp1 and limited mechanisms oe ; : 
(1984-1999) coverage of in place * Building Strategic Information Management 
Initial wd Systems 


interventions 


CARE, SUPPORT & 
TREATMENT IDU-HIV EPIDEMIC: NATIONAL 
; RESPONSE 


* Target: Injecting Drug Users and their sex partners 
* Policy 


* Harm Reduction adopted as strat (National AIDS 
Prevention and Control Policy, 2002) 


*HIV.TB Co- 
crave bean + Implementation Strategy 


“Treatmen 

Seo --t a * NGO-run projects (targeted interventions) 
pike 5 * Outreach-based services 

“Community * Peer-led servi 

| SEC and social) Beticgeco cs pa aren aw 


| mobilisation are L * Saturation of coverage by March 2012 (80%) 


BCS ams Prophylaxis 


| *ST! Care 
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HARM REDUCTION PACKAGE 


OUTREACH and NSP 


CLINICAL Services (STI, 
OST, Abscess 


OST UNDER NACP Ill 


+ Models 
* NGO run IDU interventions 
+ Public Health Institutions 
Pharmacological options 
+ Buprenorphine: in both government and NGO settings 
Methadone (when available): in government settings 
Targets (NACP Ill) 
+ Buprenorphine: 20,000 clients 
+ Methadone: 20,000 clients 
Accreditation by independent agency 


Operational guidelines and SOPs 


NATIONAL RURAL HEALTH MISSION 
(NRHM) 


* Launched on 12" April 2005 with an 
objective to provide effective health care to 
the rural population, by 


* Improving access, 

* Enabling community ownership 

* Strengthening public health systems for efficient 
service delivery 

* Enhancing equity and accountability 

* Promoting decentralization 


NRHM - Illustrative Structure __ 


BLOCK LEVEL HEALTH OFFICE - 


3 Staff Nurses 
Aantulance/rered were Fored Owy MCH/\enemurncavior 


all up gradation of educated RAAPs / 2 ANAS, | male PW FOR 5-6 Villages 
Phephone Unie WACK emunaration Ones, Orugs, MOH Clinic 


1 ASHA, AWIWES in every village. Vilage Herat) Day 
Orug (Gt, Referral chews 
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HARM REDUCTION PACKAGE 


Components of Comprehensive Delivery of interventions 
HIV prevention package for IDUs 


~~ [Targeted Interventions (Tls) 

Tis and Goverment hospitals _ 
fiere Dea Ss 
Anii-Retroviral Therapy (ART) ~ TART centres — Government 
Sexually Transmilied Infections (STI)] Clinics and hospitals — 


prevention — = aie Government and NGOs _ 
IDUs and] Tis 


Hepatitis diagnosis, treaiment (Hepatitis A — 
B and C) and vaccination (Hepatitis A and 
B 


Tuberculosis (TB) prevention, diagnosis and| DOTS - Govemmeni 


MODELS OF SERVICE DELIVERY 


Stand-alone NGO Model eee Collaborative 
Mo 


ME. 
ACCREDITED SOCIAL HEALTH 
ACTIVIST (ASHA) 


HOSPITAL 


STRATEGIES FOR DEMAND/HARM 
REDUCTION 
+ Awareness and education 
» Management through motivational counseling, 
treatment, follow-up and social reintegration of 
recovered patients 
«Educated cadre of service providers — Drug abuse 


prevention and rehabilitation training 


ADVANTAGES OF INTEGRATION 


dizorders 
: 


Mental health integration into. primary health care 
I BETS 

Ss : oe 
‘\ Respect ot 

\ naman rights 


Good neaitn outcomes 


PRINCIPLES OF INTEGRATION 


* Access to drugs 
* Co-ordination with other sectors 


* Proper support 


POSSIBLE ROLE FOR COMMUNITY 
LEVEL WORKERS IN DEMAND 
REDUCTION-2 


* Organizing and participating IEC/ Awareness programmes 


for various groups such as high risk groups and schools 


* Linkages & Coordination with governmental health systems 


and non-governmental organization 


* Creation and operationalizing self help groups 


ORGANIZATIONAL PYRAMID FOR 
MENTAL HEALTH SERVICES 


FREQ) OF NERD 


<Gfemmememmms uA iT OF cairns Ct, 


PRINCIPLES OF INTEGRATION 


* Proper policy and plans 
+ Advocacy 
+ Manpower training 


+ Realistic tasks 


POSSIBLE ROLE FOR COMMUNITY 
LEVEL WORKERS IN DEMAND 
REDUCTION-1 


«Assessment of Community needs 

+ Identification of high risk individuals. 

* Counseling and education of such individuals. 
* Handling crisis situations in the families. 


* Providing moral support 


POSSIBLE ROLE FOR COMMUNITY 
LEVEL WORKERS IN HARM 
REDUCTION-1 
* Early diagnosis (case finding / screening) and treatment of 
cases including referrals 


* Helping the patient to identify substance abuse behavior 
and its consequences 


* Offering constant support to the patients 


* Encouraging the patients to participate in treatment 
programme and continue 
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POSSIBLE ROLE FOR COMMUNITY 
LEVEL WORKERS IN HARM 
REDUCTION-2 


* Referring the patients to appropriate agencies and 


organizations for seeking economic support for Starting 
some vocation. 


* Minimizing the stigmatization and discrimination against the 
patient by the community. 


* Working in close liaison with governmental and non- 
governmental organizations for rehabilitation of the patients 


CONCLUSION 


* Anumber of different programmes at national 
levels exist for managing drug abuse problem 


Demand reduction activities are carried out by 
different ministries and Government agencies 


The thrust of Ministry of Health and Family 
Welfare is to provide treatment through Drug De- 
addiction Centres 


National Rural Health Mission provides an 
excellent opportunity to integrate drug abuse 
treatment in general healthcare services 
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Day 9: Session 1 


Prevention of Drug Abuse 


Objectives 


* To develop participants’ understanding about various national programmes 


* To acquaint the participants with scope of preventive activities for alcohol and 
drug abuse 


¢ To provide the participants an outline of conducting prevention activities for 
alcohol and drug abuse 


Materials and method: The session would be conducted in 225 minutes using powerpoint 
presentationsand discussionwiththe participants. Thefollowingmaterials would berequired 


¢ Projector and laptop for PowerPoint presentation 

¢ Whiteboard with pens 

¢ Chart paper 

Steps 

1. Use the PPT provided for presentation and discussion 

2. After presentation, divide the participants into three groups: 
a. Group A: school based prevention 
b. Group B: community based prevention 
c. Group C: addressing important stakeholders 


Ask each group to plan a prevention activity - steps in planning and conducting 


Highlights of the presentation: 
e Need and components of prevention 
Principles of prevention 


School based prevention 


Prevention related activities at community level 


Sensitizing media and other stakeholders 
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PREVENTION OF & 
® Defining prevention 
DRUG-ABUSE = Need for prevention 
= Components of Prevention 
= Factors influencing drug use 


® Principles of Prevention 
= Essential Features 


= Role of school 

# Role of Teachers 

= Objectives of Prevention Programme 
= School Environment 

# Life Skill Training 

= Alternative Therapies 


A STITCH IN TIME SAVES Al, 
NINE 


Prevention is... 


= Promotion of constructive lifestyles & 
norms that discourage drug use 

a Aimed to reduce first use or prevent 
transition from experimental use to 
addiction 

= Achieved through the application of 
multiple strategies 

= An ongoing process 


NEED FOR PREVENTION 


= Loss of productive years 

= Cost of treatment exceeds that spent 
on prevention 

= Risk of relapse even after treatment 

= Health-related risks: HIV, cancer, 
hepatitis C 

= Accidents e.g. drunk-driving 
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Main components 


. Demand Reduction Strategies 
= reduce the desire and willingness to obtain and 
use drugs; 
= and to prevent, reduce or delay the uptake of 
drugs 
. Supply Reduction Strategies 
« disrupting the production and supply of illicit 
drugs, e.g. cocaine, heroin 
= And limit the access and availability of licit 
drugs, e.g. alcohol, tobacco 


Individual ~ 
> Family 
ee 


Community — 


One Risk Factors.” 


= Genetic Predisposition, e.g., alcohol- 
abuse in parent (s) 

= Parental rejection 

= Family dysfunction 

= Childhood abuse 

= Poor self-image 

= Poor school performance 

= Dysfunctional peer group 

= Disadvantaged neighborhood 

= Easy availability of drugs 


Main components 


3. Strategies to mitigate the negative health 
and social consequences of drug use: 


= reducing the impact of drug-use and drug- 
related activities on individuals and 
communities 


FACTORS INFLUENCING 
UNHEALTHY BEHAVIOUR 


Protective Factors... 


= Supportive and nurturing family 
environment 


® Positive self-esteem 


= Positive school environment and 
teacher’s commitment 


= Sense of academic achievement 
= Healthy peer group 
® Society with moral values 
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+ 


Prevention program should Prevention program should 


- Target at multiple settings (family, 
community and school) 

. Be long-term with booster sessions to 
reinforce original prevention goals 

. Include appropriate training of personnel 

. Employ interactive techniques (peer 
discussions, parental role-plays) as they are 
found to be most effective 


1. Enhance protective factors and reverse risk 
factors 


2. Address all forms of drug abuse, i.e. 
1. Under-age use of licit drugs 
2. Use of illicit drugs 
3. Inappropriate use of legally obtained substance 
3. Be tailored to address risk specific to 
population, e.g. age, gender 


At the school level... 


Prevention can be targeted as early as pre- 
school to address risk factors as: 

= Aggressive behavior 

= Poor social skills 

= Academic difficulties 
Includes: 

= Creating school bonding 

= Addressing academic performance 

a Teaching appropriate skills 
Peer-led interventions more effective than 
teacher or adult-led 


At a family level... 


# Prevention should target: 
= Enhancing family bonding and 
relationships 
= Improving parenting skills 
= Educating family about drug use and 
their consequences 
= Enforcing family policies on drug-use 


FEATURES OF PREVENTION 
PROGRAMME 


PREVENTION PROGRAMMES: — 
ESSENTIAL FEATURES 


ras 


i S | Delivery ] 
Programme | .. Programme Technique { 
Structure Content/Focus 


Programme Focus 


= Message of the programme- most 
important element of preventive 
intervention 


= Describes how the programme is . 
supposed to work and what immediate 
outcome it is trying to produce 

' 


Vy) 


MY 
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Programme Focus 


= To be most effective- including only 
those mediating variables for which 
empirical evidence is available 


# On the basis of research, following 12 
factors are found to be important in 
preventing drug-abuse. 


8. Developing resistance skills 

9. Developing goal-setting skills 

10. Developing stress-management skills 
11. Enhancing social-skills 

12. Enhancing assistance skills 


Prevention of drug abuse - J 
location 
= Preventive activities can be conducted 
at the following locations: 
= School based 
= General community 
= Addressing important stakeholders 


Prevention at Schools 


= Possible and desirable for schools to be 
concerned with prevention 


= Major focus- Demand Reduction 


= Primary goal- 
= teach skills, 
= impart knowledge and 


= to establish sound value base in relation 
to health and drug use 
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Programme Focus 


. Working on normative beliefs 

. Creating lifestyle-behavior incongruence 
. Enhancing personal commitments 

. Working on beliefs about consequences 
. Developing decision-making skills 

. Creating alternatives 

. Enhancing self-esteem 


Delivery Technique 


= Certain techniques demonstrated to be 
effective: 
= Instruction and Demonstration 
s Behavioral Rehearsal/ Role-play 
« Supportive feedback regarding skill development 
= Social reinforcement (praise for skill 
performance) 
= Extended practice (Home-Exercises) 


ROLE OF SCHOOLS IN 
PREVENTION OF DRUG-ABUSE 


ROLE OF TEACHERS BEFORE 
IMPLEMENTING 
PREVENTION PROGRAMME 


acilitators 


Teacher’s Tasks 


— 


Situation 
Analysis 


Needs 


Setting Goals 
Analysis 


and Objectives 


Need Analysis 


# Teachers should consider: 

= What students already know and want to 
know about drugs? 

= What values, attitudes, beliefs and 
perceptions students currently hold about 
drugs? 

= What skills students have already 
mastered and which skills need 
developing? 


Attitudes and 
Values 


Middle School 


= Students should have competence in: 
s Effective communication 
= Developing positive peer relationships 
s Self-efficacy and assertiveness 
= Drug-resistance skills 


= And teachers can further... 
= Reinforce anti-drug attitude 
= Strengthen personal commitment 
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Situation Analysis 


= Seeking answers to following 
questions: 
= What is the prevalence of drugs? 
= What drugs are being used and in what 
context? 
= At what age children are using drugs and 
which ones? 


PROGRAMME AT VARIOUS AGE 
LEVELS 


= Teachers can focus on following aspects: 
Developing Self-control, e.g. aggressive children 
Creating Emotional awareness 
Valuing one’s body 
Developing Communication skills 
Problem-solving (day-to-day problems) 
Providing academic support, e.g., slow-learner 
Providing information regarding where to obtain 
help, e.g. school counselors 


Senior School 


= Students should be able to articulate: 

Concepts of rights and responsibilities 

* Knowledge regarding what impacts drug use, 
e.g. Media 
Healthy decision-making skills 

= Anger and stress management skills 
Developing and maintaining healthy 
interpersonal relationships 
Ability to serve as appropriate role-models 


ENHANCING SCHOOL 
ENVIRONMENT 


= Student’s behaviors influenced by: 
= School policies, 
= behavior of teachers/staff and 
= bonding with school 
® Clearly articulated policies and their 
enforcement found effective, e.g., 
= reinforcing compliance and punishing 
violations 
= “No Use” Policy among teachers and staff 


School-wide Change 


= Positive School environment should thus 
have: 

= Caring and supportive teachers who also serve 
as positive mentors 

= Opportunities for making meaningful 
contributions towards school, e.g.: extra- 
curricular activities 

= Asense of security 


= Availability of close and positive relationships Chilis to effectively deal sili Gakantt 
e ively with situations 
faced in day-to-day life 


Life Skill Training: 
Ski 


= Enhancing academic performance 

= Improving resilience 

= Delaying onset of drug-abuse * Critical thinking 

# Preventing high-risk sexual behaviour * Communication skills 
» Managing unhealthy anger * Assertiveness 

= Promoting positive social adjustment Sarnia ages 


General community 


= Prevention can be done for general 
PREVENTION OF DRUG-ABUSE community by organising awareness 


programmes 
— GENERAL COMMUNITY = Assessment should be conducted to 
understand 
= Community awareness on the subject 


* Protective and vuinerability factors for d 
in the community ar 


# Extent and pattern of drug use in community 
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General community 


= Camps can be organised on important days 
® Festivals/religious gathering 


= ‘Melas’ organised by the general community 


® Certain international days, for e.g. 
= 26" June 's observed as the ‘International Day 
Against Drug Abuse and Illicit Trafficking’ 
= 31* May: observed as World No Tobacco Day 


= Important stakeholders who can 
influence the community on drug use 
issues 
= Media 
® Religious leaders 
= Community leaders 


To SUMMARIZE... 


= Prevention is an important activity of 
demand reduction strategy 

= Multiple approaches need to be 
undertaken for conducting prevention 
based activities 

= School, general community and 
important stakeholders should be 
addressed for prevention activities 


TO SUMMARIZE... 


= Role of Teachers: 
=Serving as appropriate role-models 
=Provide an intellectually stimulating and 
emotionally nurturing environment 
=Developing positive knowledge, skills and 
attitudes in students regarding health and 
behaviors 
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PREVENTION OF DRUG-ABUSE 
— ADDRESSING STAKEHOLDERS 


Addressing Stakeholders 


= Engaging stakeholders in preventive 
education 
= Identify stakeholders in the community 
= Organise sensitisation meetings with 
stakeholders 
= Arrange for visits at the Drug treatment centre 
= Advocate on importance of addressing drug 
related problems, including preventive activities 
to be undertaken 


_® Schools play a proactive role in 
preventing alcohol and drug abuse 
# Role of Administration: 
=Development and reinforcement of policies 
=Creating positive school environment 
=Teacher’s training 


Day 10: Session 1 


Case presentations by trainees 


Objectives 


* This session is a part of hands-on training. This is aimed at developing the skills 
of participants to assess, diagnose, document and present a case of substance 
use disorders as well to formulate a treatment plan. 


Material and method: this session would require about 60-90 minutes, and will be 
conducted as a clinical case presentation. Flip-charts / white-board and markers can be 
used to steer the discussion. The session would require real cases of substance use disorders 
who are currently under treatment and are willing to be interviewed. Depending on the 
size of the group and availability of patients, the ratio of trainees:patient may be decided. 
However, an ideal group size would be 5-6 trainees per patient. 


Steps 


1. Begin by allotting the cases to the groups of the trainees. Instruct that one of 
them would have to take lead in documenting and presenting the case, though 
others can also chip-in. 


2. Emphasize that they are expected to follow the previously discussed guidelines 
about assessment and diagnosis. 


3. Highlight the need of ensuring confidentiality and comfort of the patient. 


4. After the work-up is over ask them to present the case. Encourage cross 


questions from other participants. Generate discussion upon important clinical 
issues. 


5. Only if necessary, facilitator may demonstrate a particular finding in the case by 
a live interview of the patient. 


6. Once the diagnosis has been discussed and is agreed upon, generate a 
discussion on formulating the treatment plan. Ensure that all the options are 
considered and pros and cons of each are deliberated. 


7. Though the case is only being discussed cross-sectional, ensure that course 


and expected outcome as well as follow-up interventions (for the future) are 
discussed. 


Ensure that the formulated treatment plan has all the necessary components: 
pharmacological and psychosocial 


i) 
—) 
oo 
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Day 10: 


Sharing of experiences and feedback on the evaintite 


This session should be conducted in an interactive manner. The facilitators can begin the 
discussion by announcing that the training sessions are now over, and now the participants 
can provide their feedback upon the training. The feedback may be upon the training 
sessions and contents, the format and methodology as well as the logistics. Constructive 
criticism and suggestions should be welcome. The later part of the session can also be 
utilized to fill-up the post-training formats (provided in annexure). The facilitators should 
make a note of important issues highlighted during feedback. These should find their way 
in the documentation and reporting of the training as well as designing and planning 
future training events. 


N 
i) 
\o 
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Annexure: Formats for Pre and Post Course assessments 


Section A. Registration [Required to be filled only before the training] 


Background Information: 


Name: 


Qualification/Specialty: 


Designation: 


Hospital in which employed: 


Place of Work: 


Years of Experience: 


ie 


Average number of new cases of patients with drug/alcohol abuse seen by 


VOW Ma PIVEN! VAM 2.2. <i.~ 25 -nlneeppe tener bee een eee sene eee eee meee 


Common substances of abuse in your patient population. ..................:csesceseeeeeeees 


Pee eee reer eee eee ee eee eee eee eee EE EEE EEE EEE HEHEHE EEE EEE EEE EH HEHEHE HEE EE EH EE EEHEEEEHE HEHEHE EH EEE EEE HEHEHE EEE EEE EEE EEE EEE EEE HEHEHE ES 


How do you manage these patients? 


Medications (please name) 


ee ee 


Counseling Yes/No 


Do you have availability of any of the medications mentioned above in hospital 
Supply? WHICH ORES ....-ii.:i.acscescceconueeleece,seceoetee enteenGipeere ee eae ear eee 


What difficulties do you face in treating these patients? (Lack of staff, 
knowledge, skills, medications, no patient load etc.) 


Training on Substance Use Disorders: A Module for Facilitators 


Section B. Registration [Required to be filled only before the training] 


Pre/ Post -course assessment 


Date- 
3. Seve specify the category to which the following drugs belong. Chose the category 
om the options given below- (marks-10) 
Category options 
i. Opioids 
pa Cannabis 
2. Sedative/hypnotic - Benzodiazepines 
4. Alcohol 
Drug name Category 
a. eos iia a. ee See 
b. Afm = 0._ 
<. Doda 2 nna 
d. ce a | es 
e Roose —/ Tit} ire > a —— 
f. eee I U8 === 
g. oer TT i RRR === Se 
bh Codamaesehsyrp, ||| a. ee 
i. Tidggmeeeecton: Ale 8‘ | Oe 
j- Progug@aeapsules (te ss sol eee 
2. Please mark true (T) or false (F) in front of these statements- (marks-10) 

a. Stopping cannabis suddenly ina dependent person produces severe 

eee Sl —T—E 
b. Opioid withdrawals are unlikely to be eli. i. --—— ree 
od Alcohol withdrawal canleadtoseizures 
d. Opioid withdrawals canlead to seizures 
e. Acute intake of large doses of opioids is associated with 

risk of overdose and respiratory depression 
f. Benzodiazepines usually lead to respiratory depression only 

“ieee with alco i 
g. Cannabis withdrawals produce lacrimation and rhinorrhoea 
h. Drug abuse and dependence are two synonymous terms ren 
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i.  Itis possible for a substance to produce withdrawals on sudden 
cessation and to not produce dependence mrrrrmmmnnrnnnnnnm= 


j. Intoxication with a substance is one of the symptoms of 
dependence as listed in the diagnostic category of dependence = -----------------—- 


3. Abuse of a drug is diagnosed based on one or more of the following criteria over a 12 
month period except- (put a tick mark ) (marks-2) 


Recurrent substance use that is physically hazardous 


b. Continuous substance use despite having recurrent or persistent social or 
interpersonal problems 


Recurrent substance use related legal problems 
d. Continued substance use to avoid withdrawal symptoms 
4. Please mark true (T) or false (F) in front of these statements- (marks-10) 
Drug dependence should be considered a chronic relapsing disorder --------------- 


b. All patients of drug dependence have associated Antisocial personality disorder 
that was present even before the onset of drug use = 2 ==-=-------------- 


c. Treatment of drug dependence should be carried out in an inpatient 
setting only ~----------------- 


d. Treatment of a drug dependence has to be tailored to the needs 
of each patient and is not a fixed package —__ 


e. Harm reduction is a viable concept in the treatment of 
drug dependence 


f. Treatment of drug dependence includes only counseling and 
the role of medication is very limited 


g- The optimum duration of the entire treatment of drug 
dependence in a given case is about 1 month —_——______— 


h. Addressing extra-treatment needs of patients such as 
food, shelter is likely to irnprove treatment outcome 


i. It is better to avoid involving the family in treatment in 
management ofdrugdependence 
j. Treatment of nicotine dependence should include advising 
pharmacotherapy in all cases 9 s/s) ah Duval oy) le ent 
5. Acute confusional state due to heavy use of alcohol can be due to (Please mark true (T) 
or false (F) in front of these statements)- (marks-8) 


a. Head injury under intoxication with alcohol 


b. Delirium tremens 


ne 


c.  Wernickes encephalopathy 


N 
— 
N 
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d. Korsakoff psychosis 


© 


Post ictal confusion following alcohol withdrawal seizures 


Acute intoxication 


8. Depression due to prolonged alcohol use 


h. Hepatic encephalopathy following liver cirrhosis 


6. CAGE is a screening questionnaire for alcohol dependence with the acronym standing 


for (put a tick mark ) (marks-2) 
a Cis for —_—________ 
ee 0 ee 
c  Gisfor————______ 
ad Ester —_..._.___.___ 


7. Please mark true (T) or false (F) in front of these statements about treatment with 
disulfiram for alcohol dependence- (marks-10) 


Is an obsolete treatment and should not be Siven 0 (eee 


a. 
b. Disulfiram can be given without a patients’ consent/ knowledge Me re x Se. 


c. Disulfiram producesareactionwithalcohol 4 wetttttteeee ee 
d. A person should not have taken alcohol for at least 2 weeks 
betorestartinge disulf\am: = =. «+» £9» == 
e. Disulfiramcanrarely produce hepatitis © mettre 
f.  Disulfiram can produce a reaction with alcohol for up to 1-2 
Weeladherstoppiic-disulirams  j- .#§& | === 


g. The usual dose of disulfiram is 50 mg per day although 
some patients may needahigherdose  _wwnntnnnnnnnnnnnnnnn 


h. Is an anti-craving drug and reduces craving for alcohol 
unlike Naltrexone which works asadeterrent }°£©20 0220 wwewererennnnnnnnnnn= 


i. Needs to be given for a total duration of 1-2 months to 
preventrelapse 0 nee enn nen 


j. If supervised administration by family members is included, 
the compliance and outcome is likely tobe better, wwrrrrvrrnnrmnrmnnm 


8. Buprenorphine is characterized by all except(put a tick mark ) (marks-2) 
a. Partial opioid agonist at u receptor and antagonist at k receptor 
b. Effective as a long term agonist maintenance drug 
c. Associated with high risk of respiratory depression 


d. Has poor bioavailability by oral administration 


Le) 
— 
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9. Which of the following statements about Naltrexone therapy in Opioid dependence is 


a. 
b. 
¢: 
d. 

10. 


a 


Tf: 


eg aber eES 


TZ. 


~ 


13, 
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false (put a tick mark ) (marks-2) 


It has no abuse liability or dependence potential 

It is effective through the oral route 

Can be given three times a week in an alternate day schedule 

Usually associated with high compliance and retention in follow up during therapy 


The prevalence of HIV seropositivity in India among Injection drug users is 
approximatel (put a tick mark ) (marks-2) 


1% 
3% 
9% 
18% 


Which body fluid is preferred for screening for drugs of abuse 
(put a tick mark ) (marks-2) 


Blood 
Urine 
Saliva 
Sweat 


Please mark true (T) or false (F) in front of these statements inhalant abuse or 
dependence- (marks-10) 


All inhalants are hydrocarbons _ ------------------------- 


Inhalants are dependence producing but do not produce much of health damage 


Inhalant dependence is associated with severe withdrawals on 
discontinuation-------------------- 


Abuse of inhalants is more commonly seen in adolescents -------------- 


The mainstay of intervention for inhalant dependence is pharmacological 
intervention --------- 


The following drug is known to precipitate schizophrenia in predisposed individuals 
(put a tick mark ) (marks-2) 


Cannabis 
Benzodiazepines 
Opiates 

Alcohol 
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14. 


a Po - 


15. 


i 


A 


A 


d. 


fi 


a. 


b. 
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Alcohol withdrawal seizures or rum fits usually occur within 
(put a tick mark ) 


(marks-2) 
72-96 hours after last drink 

6-48 hours after last drink 

2-4 hours after last drink 

after a week of last drink 


Drug of choice for alcohol withdrawal state is 
(put a tick mark ) (marks-2) 


Diazepam 
Chlorpromazine 
Phenobarbitone 
Propanolol 


The drug used for detoxification in alcohol dependent patients with significant 
hepatic injury is (put a tick mark ) (marks-2) 


Diazepam 
Lorazepam 
Alprazolam 
Chlordiazepoxide 
Delirium tremens is characterized by all except (put a tick mark ) (marks-2) 
A hyper-adrenergic state 
Lack of orientation 
Ocular nerve palsy 
Tremulousness 


All the following are anti-craving agents used in long term pharmacotherapy of 
alcohol dependence except- (put a tick mark ) (marks-2) 


Baclofen 
Topiramate 
Disulfiram 
Acamprosate 


ASSIST isa tool used for - (Please mark true (T) or false (F) in front of these statements) 
(marks-5) 


Diagnosis of alcohol or drug abuse---------------------— 


Screening for alcohol or drug use-------------------—— 


NR 
_ 
wn 


20. 


oS © 


Pe 


a o of ® 


ZS. 


oy - 
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Has sections on tobacco, alcohol, cannabis, opioids, inhalants and various other 
drug.categories <—————————————- 

Can be used in tertiary health care settings only------------------—- 

Categorizes user as abuse or dependence------------------- 


Most widely used intervention for harmful/ hazardous alcohol users is- (please 
identify the correct response- (put a tick mark ) (marks-2) 


Brief intervention 
Disulfiram therapy 

Family therapy 

Low intensity shock therapy 


Please mark true (T) or false (F) in front of these statements about Brief intervention- 
(marks-5) 


It is a low intensity intervention------------------------ 
The evidence in favour of brief intervention is limited-- 


The effectiveness of intervention is proportionately related to its intensity especially 
in harmful or hazardous users --------------------—- 


Feedback in Brief intervention refers to telling the relatives of the patients the harm 
that they are facing due to alcohol or drug use-------------—- 


The best way to deal with poorly motivated patients is using a confrontational 
approach------- 


The management of high dose alprazolam dependence includes one or more of the 
following except- (puta tick mark ) (marks-2) 


Gradual tapering of alprazolam 

Shifting to equivalent dose of diazepam initially and then tapering 
Abrupt stoppage of alprazolam with use of relaxation exercises 
Treating alprazolam withdrawals with antipsychotics 


The drug used for treating opioid overdose most commonly in clinical setting is - 
(put a tick mark ) (marks-2) 


Naloxone 
Naltrexone 
Nalbuphine 
Nalorphine 
Please mark true (T) or false (F) in front of these statements (marks -2) 


Health education messages for prevention of drug abuse should be scary for 
patients and should exaggerate the health damage that can occur 


ee ee ee es 


Providing life skills education also helps in prevention of drug abuse 
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Section C: [Required to be filled only after the training] 
On a scale of 0-10, please rate your confidence about your ability to 


S. Before training | After training 
No. 

l. Take history of a person with substance abuse 
problem 

2. Identify and conduct relevant aspects of physical 
examination of a person with substance abuse 

3. Diagnose a case of substance abuse disorder 
presenting to you in the OPD 

4. Screen for a case of substance abuse disorder in 
different settings 

5 Provide brief intervention for a case of substance 
use disorder 
Provide initial pharmacological management to a 
case of substance use disorder 

Z Provide long term pharmacological management 
to a case of substance use disorder 
Identify cases that require referral to more 
specialized settings 
Collaborate with NGOs or other organizations 
in your community to get referrals for providing 
alcohol and drug abuse intervention 


i) 
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In the following questions, give a brief description 


you would respond to the given clinical situations - 


,. 


Ne 
oo 


Section D: [Required to be filled only after the training] 


(1-2 sentences) of the manner in which 


A 40-year-old man with history of a use for last 20 years has been admitted to 
your treatment centre on 5 occasions earlier for treatment for heroin dependence. 
‘After each admission, the patient relapses within 1-4 months as he continues 
to remain in company of his drug using peers. He is also currently involved in 
peddling the drug to fund his own heroin use and has been arrested by police 
on two occasions. He has again come for getting admitted in order to give up 
drug use as he feels that he can leave the substance only ina closed environment. 
What will be your line of management especially with regards to admission, give 
reason(s) for your choice? 


A 20 year old man from urban middle class background presents to you alone 
and reports use of Cap Proxyvon (Dextropropoxyphene) for the last 2 years which 
was preceded by smoking and occasional use of cannabis (ganja). The patient 
consumes 20-30 capsules each day and had two episodes of GTCS in the past year 
when he consumed more than his usual dosage. The patient's family members 
do not know about his drug use. He requests you to start treatment but doesn’t 
want to inform his family members about the same due to fear of punishment and 
earning a bad name in the family. How would you manage this situation? 
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3. A 36 year-old man with history of heroin use for last 18 years and several failed 
abstinence attempts were put on agonist maintenance (buprenorphine 4 mg/day) 
As reported by his family member, the patient continues to use heroin while on 
buprenorphine 4 mg/day though he himself reports to be abstinent. Would you 
like to continue/ withhold the agonist therapy for this patient? Why so? 


4. A 35 years old male with history of heavy alcohol use for the last 10 years and 
morning drinking for the last3 years has been brought to you by his family members. 
After assessment you entertain a diagnosis of alcohol dependence and suggest 
treatment but the patient appears poorly motivated to leave alcohol and tries to 
rationalize his substance use. The family members, who are extremely troubled 
by the patient’s alcohol use, request you to start him on Disulfiram (Antabuse) 
without taking patient into confidence. What would be your response? 


N 
— 
\o 
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5. A 30 years old male with history of dependent use of heroin in the past oa 
with use of Injection drugs for the last 2 years. The patient did not come aes 
treatment but merely accompanied one of his drug using friends who is ~% a 
your treatment. On enquiry, he reports multiple high risk behaviours like st me | 
of syringes and sex with multiple partners; however he does not seem ‘Seen 
to seek treatment and was unlikely to follow up again. What would you do abou 
this patient? 


6. Please sum up the attitudinal changes that have occurred in you after the training. 


NR 
NR 
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Section E :[Required to be filled only after the training] 
REACTIONNAIRE 


Name: Date 


Please rate by placing X on the relevant score 


Very Good Not very Non 
Effective Effective Effective 
1. Organization of lectures + & 2 1 
2. Lectures + 3 2 1 
i) Quality 4 3 2 1 
ii) Clarity + S 2 it 
iii) Content + 3 Z 1 
iv) Style and delivery + 3 Z 1 
3. Adequacy of clinical + 3 z. it 
exposure 
4. Usefulness of 4 3 2 1 
i) Group discussion 4 3 2 1 
ii) Field visits 4 3 Z. il 
iii) Psycho social intervention + 3 2 1 
iv) Community visit 4 3 2 1 
v) Lectures by guest faculty 4 3 2 | 
2. How would you rate the programme overall 

Very useful 6 5 4 3 pd 1 Little use 
Very interesting 6 5 t 3 2 1 Of little 
interest 


Any other comments: 
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Annexure 2 


Mini-Mental State Examination (MMSE) 


Date: 


Patient's Name: 


Instructions: Ask the questions in the order listed. Score one point for each correct 
response within each question or activity. 


Maximum | Patient's : 
Bt ii 
co ee | “What is the year? Season? Date? Day of the week? Month?" 


a “Where are we now: State? County? Town/city? Hospital? Floor?” 


The examiner names three unrelated objects clearly and slowly, then 
asks the patient to name all three of them. The patient's response is 

used for scoring. The examiner repeats them until patient learns all of 
them, if possible. Number of trials: 


“| would like you to count backward from 100 by sevens.” (93, 86, 79, 
72, 65, ...) Stop after five answers. 
Alternative: “Spell WORLD backwards.” (D-L-R-O-W) 


“Earlier | told you the names of three things. Can you tell me what those 
were?” 

> Show the patient two simple objects, such as a wristwatch and a pencil, 
and ask the patient to name them 


“Repeat the phrase: No ifs, ands, or buts.” 


“Take the paper in your right hand, fold it in half, and put it on the floor.” 
(The examiner gives the patient a piece of blank paper.) 


“Please read this and do what it says.” (Written instruction is “Close 
your eyes.”) 


“Make up and write a sentence about anything.” (This sentence must 
contain a noun and 4 verb.) 


“Please copy this picture.” (The examiner gives the patient a blank 
piece of paper and asks him/her to draw the symbol below. All 10 
angles must be present and two must intersect ) 


(Adapted from Rovner & Folstein, 1987) 


Reo 
mR 
hte 
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Instructions for administration and scoring of the MMSE 
Orientation (10 points): 


e Ask for the date. Then specifically ask for 
iS?"). One point for each correct answer. 


e Askin turn, "Can you tell me the name of this hospital (town, county, etc.)?” One point for each 
correct answer. 


Parts omitted (€.g., "Can you also tell me what season it 


Registration (3 points): 

e Say the names of three unrelated objects clearly and slowly, allowing approximately one second for 
each. After you have said all three, ask the patient to repeat them. The number of objects the 
patient names correctly upon the first repetition determines the score (0-3). If the patient does not 
repeat all three objects the first time, continue Saying the names until the patient is able to repeat all 
three items, up to six trials. Record the number of trials it takes for the patient to learn the words. If 
the patient does not eventually learn all three, recall cannot be meaningfully tested. 


* After completing this task, tell the patient, "Try to remember the words, as | will ask for them in a 
little while." 


Attention and Calculation (5 points): 

e Ask the patient to begin with 100 and count backward by sevens. Stop after five subtractions (93, 
86, 79, 72, 65). Score the total number of correct answers. 

* If the patient cannot or will not perform the subtraction task, ask the patient to spell the word “world” 
backwards. The score is the number of letters in correct order (e.g., dlrow=5, dlorw=3) 


Recall (3 points): 
* Ask the patient if he or she can recall the three words you previously asked him or her to 
remember. Score the total number of correct answers (0-3). 


Language and Praxis (9 points): 

* Naming: Show the patient a wrist watch and ask the patient what it is. Repeat with a pencil. Score 
one point for each correct naming (0-2). 

* Repetition: Ask the patient to repeat the sentence after you ("No ifs, ands, or buts."). Allow only one 
trial. Score 0 or 1. 

* 3-Stage Command: Give the patient a piece of blank paper and say, "Take this paper in your right 
hand, fold it in half, and put it on the floor.” Score one point for each part of the command correctly 
executed. 

« Reading: On a blank piece of paper print the sentence, "Close your eyes,” in letters large enough 
for the patient to see clearly. Ask the patient to read the sentence and do what it says. Score one 
point only if the patient actually closes his or her eyes. This is not a test of memory, so you may 
prompt the patient to "do what it says” after the patient reads the sentence. 

e Writing: Give the patient a blank piece of paper and ask him or her to write a sentence for you. Do 
not dictate a sentence: it should be written spontaneously. The sentence must contain a subject 
and a verb and make sense. Correct grammar and punctuation are not necessary. — 

* Copying: Show the patient the picture of two intersecting pentagons and ask the patient to mn the 
figure exactly as itis. All ten angles must be present and two must intersect to score one point. 
Ignore tremor and rotation. 
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Interpretation of the MMSE 


Method Score | Interpretation 


Abnormal 


<21 Increased odds of dementia 
Range .; 
>25 Decreased odds of dementia 
21 Abnormal for 8"" grade education 
Education <23 Abnormal for high school education 
<24 Abnormal for college education 


No cognitive impairment 
Mild cognitive impairment 


Severe cognitive impairment 


Sources: 


Crum RM, Anthony JC, Bassett SS, Folstein MF. Population-based norms for the mini-mental state 
examination by age and educational level. JAMA. 1993;269(18):2386-2391. 

Folstein MF. Folstein SE, McHugh PR. "Mini-mental state": a practical method for grading the cognitive state 
of patients for the clinician. J Psychiatr Res. 1975;1 2:189-198. 

Rovner BW, Folstein MF. Mini-mental state exam in clinical practice. Hosp Pract. 1987:22(1A):99, 103, 106, 
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Tombaugh TN, Mcintyre NJ. The mini-mental state examination: a comprehensive review. J Am Geriatr Soc. 


1992;40(9):922-935. 
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| intended to be | 
providing training. to the non-spec | | 
and management of substance use disorders in ee : 
_ health-care settings. The training programme has been envisaged to 
employ various training techniques such as didactic lectures, group 
discussions, role-plays, live’ demonstrations, -case-presentations 
and discussions, etc. Enough flexibility has been retained in the — 
_ manual for local adaptation depending on the needs of the group, 
the setting, the culture etc. It is hoped that facilitators who wish to” 
conduct training programmes for doctors on substance use 
disorders, will find this manual veryuseful. 


—— A ea ae | acres ee 
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